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To S. R. Slavson 
with affection 


PREFACE 


HE PURPOSE of this book is to give clear descrip- 

tions of play-therapy techniques and of the rationales 
which support them. It is a practical book; it grew out of years of 
work as a therapist in a child-guidance setting and as a supervisor 
and teacher of child therapy. The need for such a book became ap- 
parent in a series of play-therapy workshops that the writer con- 
ducted for psychologists, psychiatrists, and social workers in 
mental health clinics in Florida, Alabama, Virginia, and New 
York. A number of the participants evinced greater knowledge 
of theory than of practice. They knew about Oedipus and Electra, 
but were puzzled when confronted with children’s incestuous ap- 
proaches; they knew about transference and resistance, but had 
difficulty transferring a resisting child from the waiting room to 
the playroom; they knew about frustration and aggression, but 
did not know how to set limits; they used toys, but did not know 
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how to equip a playroom; they conducted therapy groups, but 
knew little about the selection of patients. The participants, aware 
of these discrepancies, asked direct questions and insisted on di- 
rect answers. The workshops, accordingly, were practice-oriented; 
so also is the book. In dealing with problems, the emphasis is on 
concreteness; in suggesting solutions, the stress is on specificity. 
It is hoped therefore that both students and experienced psycho- 
therapists will find in this book something of value. 

Many of the concepts and procedures of the book, though 
elucidated in terms of group therapy, apply equally well to indi- 
vidual therapy. Although the concepts are derived from psycho- 
analytic theory, the procedures are designed to meet the spe- 
cific needs of children. 

The photographs in this book are not of patients but of volun- 
teers; thanks are due to the children and the parents for their 
cooperation. The writer is indebted to his colleagues and friends, 
Miss Shirley Berger, Dr. Ralph Dreger, Dr. Arthur Orgel, Mr. 
Mortimer Schiffer, Dr. Bernard Steinzor, and Mr. Charles Belinky, 
for reading the manuscript and making valuable suggestions 
about its organization and content. It is a pleasure to remember 
here his three great teachers, Professors Virginia M. Axline, 
Laurance F. Shaffer, and S. R. Slavson, who, from their different 
orientations, left their impact on the thinking in this book. And 
to Aurelia Levi special thanks; without her encouragement and 
help, this book might not have been written. 

Thanks are due to the following publishers and editors from 
whose publications quotations are reproduced: The Common- 
wealth Fund and Harvard University Press; Harper & Brothers; 
Journal of Consulting Psychology; Journal of Genetic Psychol- 
ogy; Psychological Monographs; Social Casework; Smith Col- 
lege Studies of Social Work; Bulletin of the Menninger Clinic. 

Acknowledgment is extended to the editors of the following 
journals for permission to reproduce parts of my articles: “The 
Theory and Practice of ‘Therapeutic Intervention’ in Child Treat- 
ment” and “A Rationale for Selecting Toys in Play Therapy,” in 
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Journal of Consulting Psychology, April, 1959, and June, 1960; 
“Play Group Therapy: A Theoretical Framework,” in Jnterna- 
tional Journal of Group Psychotherapy, October, 1958; ‘“Differ- 
ential Treatment Groups in Guidance, Counseling, Psychotherapy 
and Psychoanalysis,” in International Journal of Social Psy- 
chiatry, Winter, 1957; “Parent Education Groups in a Child 
Guidance Clinic,” in Mental Hygiene, January, 1957; “Pre-intake 
Selection of Motivated Applicants in a Community Clinic,” in 
Social Work, April, 1959; “Play Therapy: The Initial Session,” 
in American Journal of Psychotherapy, January, 1961. 


Haim G. Ginott 


CONTENTS 


Preface. 
Chapter 1. A Theoretical Framework for Group Play-Therapy 


The coming of age of group therapy. The aim of group 
therapy. The identifiable variables of therapy. The unique 
contributions of group play-therapy to the establishment of 
a therapeutic relationship, to the evocation of catharsis, to 


the derivation of insight, to the testing of reality, and to the 


finding of sublimations. 


Chapter 2. Selection of Children for Group Play-Therapy 


The need for validated criteria for clientele selection. The 
main consideration: social hunger. Indications for group 
therapy: the withdrawn, the immature, children with phobic 
reactions, effeminate boys, children with pseudo assets, chil- 
dren with habit disorders, and children with conduct dis- 


xiii 


15 


xiv 


CONTENTS 


orders. Counterindications: sociopathic children, children 
with accelerated sexual drives, children with perverse sexual 
experiences, children who steal, the extremely aggressive, 
children with gross stress reactions. 


Chapter 3. The Composition of Groups 


Clinical considerations: corrective identification, relief from 
ridicule, optimal tension, friends and siblings, wrong heroes, 
and neutralizers. Non-clinical considerations: group size, age 
of children, intelligence, open or closed groups, same-sex or 
mixed groups. 


Chapter 4. Differential Diagnosis through Play Observations 


Play of normal children: ease in personal relationships, pleas- 
ure in materials, substitutions for primitive drives, modula- 
tion of affect. Play of immature and neurotic children: over- 
inhibition and over-aggression. Manifestations of brain dam- 
age: hyperactivity, perseveration, poor motor control, social 
ineptness, over-reaction to minutiae, and speech difficulties. 
Play of the mentally retarded: ignorance of the function of 
toys, lack of variety in their use. Play of psychotic children: 
bizarreness, self-insulation, language disturbance, aberrant 
reactions to pain, preservation of sameness. 


Chapter 5. A Rationale for Toy Selection 


Selection versus collection of toys. Disagreements in the 
literature. Therapeutic objects and objectives: tools for rela- 
tionship, specificity of permissiveness, present toys and past 
deprivations. Toys for catharsis: behavior-propelling quali- 
ties of toys, toys for the hyperkinetic and for the fearful. 
Reality testing: graded materials, challenging peers, and 
planned scarcity. Media for sublimation: outlets for for- 
bidden pleasures and for mature self-expression. 


Chapter 6. The Playroom and the Activity Room 


The playroom for young children (aged three to nine). Effects 
of small and large rooms on children. Desirable character- 
istics of the room and the furniture. Recommended toys and 


29 


37 


51 


63 


CONTENTS xv 


materials. The activity room for older children (aged nine 
to thirteen). Chronological age and communication symbols. 
Different activity needs of the inhibited and of the aggressive. 
The new type of activity room. Desirable dimensions of the 
room and the furniture. Recommended equipment for boys 
and for girls. 


Chapter 7. The Therapy Hour . 79 


Meeting the children: problems in the waiting room, the road 
to the playroom, preparation for separation. Problems in the 
playroom: handling tricks and tantrums, helping the silent 
and withdrawn, relating to the submissive, the “cute,” and 
the provocative. Structuring: desirable and undesirable gam- 
bits. Children’s interviewing techniques: questions and how 
not to answer them, pitfalls in fulfilling requests. The adult’s 
language. The therapist’s dilemma: to play or not to play. 
Common-sense policies on personal manners and playroom 
maintenance. Some illustrative material. 


Chapter 8. The Theory and Practice of Limits . 101 


siveness: two different definitions and 
the choice that commits. A rationale for limits: six state- 
ments, Therapeutic limits and parental restrictions. Tech- 
niques of limit setting. Situational limits. Limits conducive 
to effective therapy. A different view on limits. When should 
limits be presented? When limits are broken. Therapeutic 
limits and theoretical orientation. 


Some Qualities and Qualifi- 
124 


The concept of permis 


Chapter 9. The Child Therapist: 
cations Cee Aa. pag LE ee oe 
Child therapy: a sub-specialty. The role of the therapist. 
Personality qualifications. The child’s conduct and the thera- 
pist’s conscience. Pseudo-therapeutic qualities and practices. 
The adult’s gratifications in child therapy. The therapist’s 


mental health. 


Chapter 10. Research in Play-Therapy - >- > - + > - 135 


Obstacles to research in play-therapy- Paucity of process 


xvi 


CONTENTS 


studies; the unanswered question: what takes place in play- 
therapy? Sequences of emotional development in play- 
therapy and in early childhood; attitudes of normal and 
disturbed children. The effects of age and aggressiveness on 
the process of play-therapy. Results of play-therapy with 
personality problems, mental retardation, reading difficulties, 
and psychophysiologic reactions. Follow-up studies. Areas of 
needed research. 


Chapter 11. Group Screening: Pre-intake Selection of Motivated 


Applicants 


The problem: waiting lists and broken appointments. Fruit- 
less palliatives. A new approach: group screening. Advan- 
tages of the method: immediate initial service, automatic 
elimination of non-attenders, determination of priority cases, 


diminution of anxiety, reduction of resistance, improvement 
of diagnosis. 


Chapter 12. Parent Guidance Groups . 


Child therapy and parent treatment. The need for differential 
treatment methods. Psychotherapy, counseling, and guid- 
ance: the differences. The clientele for child-centered group 
guidance. The leader and his role. The techniques of group 
guidance. Illustrations of new ways of relating to children, 
The meanings of symptoms. Evaluations of results. 


Appendix A 


Appendix B 


Bibliography 


Index 


159 


169 


191 
195 
199 


205 


i 


A THEORETICAL FRAMEWORK 
FOR GROUP PLAY-THERAPY 


gard group therapy as “superfi- 
iderably during the last decade. 
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dual clinicians and treatment 


HE tendency to re 
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been gaining acceptance by indivi 
agencies. Two factors account for the change in attitude toward 


group therapy: (1) group therapy has evolved a systematic the- 
ory with principles and processes that can be tested scientifically ; 
(2) necessity, the mother of invention, has compelled many thera- 
pists to try group therapy in an effort to meet more realistically 
the growing demands for service. In the course of trial and pam 
many have found group therapy to be not just a watered-down 
individual therapy extended simultaneously to several partici- 
pants but a qualitatively different experience with rich potentiali- 
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ties of its own. Hobbs expressed the thoughts of many group 
therapists when he wrote: “It is one thing to be understood and 
accepted by a therapist, it is considerably a more potent experi- 
ence to be understood and accepted by several people who are 
also honestly sharing their feelings in a joint search for a more 
satisfying way of life” [37, p. 281]. 

The aim of all therapy, including group therapy, is to effect 
basic changes in the intrapsychic equilibrium of each patient. 
Through relationship, catharsis, insight, reality testing, and sub- 
limation, therapy brings about a new balance in the structure of 
the personality, with a strengthened ego, modified superego, and 
improved self-image. The inner experience responsible for cura- 
tive effects is the same in all therapies, just as the repair value of 
certain medications is the same, whether administered orally, in- 
tramuscularly, or intravenously. Every therapeutic system must 
explain and justify its effectiveness in terms of its impact on the 
identifiable variables of therapy. In evaluating a particular ther- 
apy approach, the following questions must be answered: 


1. Does the method facilitate or hinder the establishment of a 
therapeutic relationship? 

2. Does it accelerate or retard evocation of catharsis? 

3. Does it aid or obstruct attainment of insight? 

4. Does it augment or diminish opportunities for reality test- 
ing? 

5. Does it open or block channels for sublimation? 


The variations in the intensity and richness of these five ele- 
ments account largely for differences in treatment results attained 
in different therapies. The above five criteria will be used in evalu- 
ating group play-therapy. 


Does Group Play-Therapy Facilitate or Hinder the 
Establishment of a Therapeutic Relationship? 


The presence of several children seems to facilitate the estab- 
lishment of a desired relationship between the therapist and each 


child. A group setting proves especially helpful during the initial 
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meeting. The first encounter with the therapist is frequently 
frightening to the small child. He is reluctant to separate from 
his mother and to follow a strange person to an unfamiliar room. 
It is less threatening for him to enter the new situation in the 
company of two or three children of his own age. In individual 
therapy, it is not unusual for a child, at his first session, to feel ill 
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at ease, withdraw completely, and spend the whole session with- 
out daring to utter a word or touch a toy. In group play-therapy 
the presence of other children seems to diminish tension and stim- 
ulate activity and participation. The group induces spontaneity 
in the children; they begin to relate to the therapist and to trust 
him more readily than they do in individual therapy. This is il- 
lustrated by the following play-therapy sequence: 


Seven-year-old Edna refused to enter the playroom for her first session. 
She sat in the waiting room, her face buried in mother’s lap and her 
arms around mother’s waist. In an emphatic voice she proclaimed, “I 
ain’t going in without my mother.” In spite of her loud protests, the 
therapist led Edna to the playroom. She looked like a lamb going to 
the slaughter. She stood in the corner of the room crying bitterly, “I 
want my Mom.” The two other girls observed Edna with curiosity. 
“Why is she crying?” asked Betty. Ruth, who only ten sessions ago had 
a similar experience, answered, “She’s afraid of the doctor. That’s why 
she’s crying.” Ruth turned to Edna and said sympathetically, “You're 
scared, aren’t you?” Edna did not reply, but she stopped crying. “I 
know you're scared,” Ruth went on. “I felt the same when I first came 
here.” “You did?” said Edna, turning her face away from the wall. 
She took one step forward and said to Ruth, “You was afraid, too? I’m 
scared of doctors ’cause they hurt you.” “Not this one,” assured Ruth. 
A few minutes later, Edna and her newly acquired friends were 
busily digging in the sandbox. 


Identification is the crucial process whereby the group experi- 
ence can become therapeutic. The group provides opportunities 
for multilateral relationships unavailable in individual play-ther- 
apy. In addition to an accepting and respecting parent surrogate, 
the group also offers the patients other identification models. Chil- 
dren identify themselves not only with the therapist but with the 
other members of the group. An effeminate boy, for example, may 
derive ego strength from associating with an accepting masculine 
playmate, and an over-protected child may become more inde- 
pendent by identifying himself with more autonomous group 
members. The tendency to withdraw into fantasy, so character- 
istic of the schizoid, is likely to be dispelled by the reminders of 
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reality provided by others in the group. On the other hand, hyper- 
kinetic children may become less active and more introspective 
under the neutralizing influence of calmer group mates. The re- 
sult is that both the withdrawn and the over-active achieve a 
healthier balance between the inner world of fantasy and the outer 
world of reality. 

The focus of treatment in group play-therapy is always the 
individual child. No group goals are set and no group cohesion 
is looked for. Each child may engage in activities unrelated to 
other members. Subgroups form and disband spontaneously 
according to the ever-changing interests of the participants. Yet, 


Each child may engage in activities unrelated to other members. 
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interpatient relations are an important element in group treat- 
ment. The therapeutic process is enhanced by the fact that 
every group member can be a giver and not only a receiver of 
help. Hobbs summarizes it: “In group therapy a person may 
achieve mature balance between giving and receiving, between 
dependence of self and realistic self-sustaining dependence on 
others” [37, p. 293]. This point is illustrated in the following 
group therapy excerpt: 


Barbara, aged eight, had not seen her father in two years. She 
missed him keenly. During one of the therapy sessions, while handling 
a gun, she hurt her finger. It was a minor injury, but she reacted with 
much emotion. She cried bitterly and pleaded with the therapist. 


Barpara: Please let me go. My finger hurts, and I need my mother. 


THERAPIST: It’s not only your finger that hurts. Something hurts 
inside. 


BARBARA: Yes. 
THERAPIST: You miss your Daddy. 


Barpara: My Daddy went away and I don’t have a Daddy. He never 
comes home, and I need my Daddy. 


Barbara stood close to the therapist and cried. 


Shirley, aged 9, came over, put her arm around Barbara and said: 


“I don’t have a Daddy either. My parents are divorced, and my father 
is far away in California.” 


The two girls stood close to each other, sharing their common sorrow. 


There are also risks in group play-therapy. For example, a 
child who is ostracized by the group may relive original trauma 
too vividly and with damaging results. However, such dangers 
are not inherent in group therapy; they are a result of faulty 
grouping. Just as in adult therapy, patients in play-therapy should 


be grouped for the therapeutic impact they have on each other 
(see Chap. 3). 


Does Group Play-Therapy Accelerate or Retard 
Evocation of Catharsis? 


Children differ greatly in their use of cathartic media and in 
their preferences for “playing out” or “saying out” their prob- 
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lems. The therapeutic medium best suited for young children is 
play. In therapy, the term “play” does not connote its usual rec- 
reational meaning, but it is equivalent to freedom to act and react, 
suppress and express, suspect and respect. 

Group play-therapy provides two media for catharsis, play and 
verbalization, so that each child can utilize the symbolic means of 
expression which best meet his need. In individual therapy, cathar- 
sis is mostly free associative. It consists of the child’s free move- 
ment from activity to activity and from play to play. Seemingly 
unrelated activities, like verbal free association, can lead to the 
emergence of themes related to the patient’s core problems. Group 
play-therapy has an advantage over individual treatment in re- 
gard to catharsis. Besides “free associative” catharsis, it provides 
also “vicarious” ! and “induced”! catharsis. Many children, es- 


1 This term was coined by S. R. Slavson. 


Fearful children participate covertly as spectators in activities they crave but 


fear. 
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pecially the more fearful ones, participate covertly as spectators 
in activities that they crave but fear. The group accelerates the 
child’s awareness of the permissiveness of the setting. When one 
child comes forth with a “daring” activity, others in the group 
frequently find it easier to do the same. Children who are afraid 
to initiate any activity on their own gain the courage to do so in 
the company of others. It is as though the children help each 
other to realize that the playroom is a safety zone amid life’s 
heavy traffic, where they can rest or roam without fear of author- 
ity figures and careless drivers. 

It is dramatic to observe a child who stands in the corner of the 
room, not daring to take a step and yet following with eager eyes 
the activities in which he would like to indulge. He is frightened 
and fascinated when another boy spanks the baby doll or shoots 
the mother doll. It is rewarding to see children moving from pas- 


When one child comes forth with a daring activity, others in the group fre- 
quently find it easier to do the same. 


rq 
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sive observation to occasional involvement, to initiation of activi- 
ties, and finally to cooperation with others. 


Ten-year-old Jim held a rubber snake in his hand and said with 
great venom, “I like this snake better than my brother. I hate my 
brother, He’s not just a nuisance; he’s a pest.” Nine-year-old Todd, 
who was standing in the corner of the room, withdrawn and quiet, came 
over to Jim and said, “My brother’s a pest, too.” The eyes of the 
two boys lit up with a strange glitter as they helped each other to 


express their hatred of siblings. 


Jim: I can’t stand my brother. 

Topp: My brother is no good. 

Jim: Mine is more no good. 

Topp: Mine’s the worst. 

Jum: I wish I didn’t have a brother. 

Topp: I wish my brother would disappear. 

Jr: I wish my brother was never born. 

Topp: I wish my brother was never thought to be born. 


This was Todd’s third session. The first two sessions he spent 
in complete silence. 

It must be stressed that catharsis is always grounded in rela- 
tionship. It occurs only when there is trust between the child and 
the therapist. Only in a secure atmosphere do children feel free to 
regress and to relive early emotions in a constructive milieu. 


Does Group Play-Therapy Aid or Obstruct 
Attainment of Insight? 

There is no direct relationship between insight and adjustment. 
There are many psychotics who have an uncanny grasp of the 
dynamics of their personality, whereas the bulk of so-called “nor- 
mal” people have relatively little insight into the motivation of 
their behavior. This remark is not made to devaluate insight 
but to point out its limitations as a catalyzer in therapy. Fre- 
quently, insight is a result rather than a cause of therapy 
attained by persons who have grown emotionally ready to ne 
acquainted with their unconscious. This pertains to both adults 
and children. Through growth in inner security, children acquire 
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a keener awareness of themselves and of their relations to the 
significant persons in their lives. This insight is frequently de- 
rivative and non-verbal and attained without the aid of interpre- 
tations and explanations. As Slavson points out: “In activity 
groups in which no interpretation is given, children become aware 
of the change within themselves and of their former motives and 
reactions” [74, p. 192]. In play-therapy, insight is both direct 
and derivative, both verbal and non-verbal. 

Some leading therapists feel that with adults individual therapy 
provides a better setting for achievement of insight than group 
therapy. They believe that only the deep transference relationship 
of individual treatment can give patients the ‘security and the 
courage to face their unconscious. This may possibly be true in 
adult therapy. However, experience with groups of young children 
has indicated that mutual stimulation of ideas and feelings brings 
to the surface profound insights. Self-knowledge is developed 
through experience with many different relationships. In group 
play-therapy children are forced to re-evaluate their behavior in 
the light of peer reactions. The following example from a group 
session will serve as an illustration. 


Horty, aged nine, is extremely domineering and critical. During the 
therapy hour, there is hardly a moment in which she does not boss, 
criticize, or belittle the other children. In this session her victim was 
Linda. When Linda wanted to paint, Horty said, “That’s not how you 
paint. Let me show you how to do it.” Without waiting for Linda’s 
consent, Horty poured paint all over Linda’s paper. When Linda wanted 
to use brown paint, Horty commanded, “Don’t use brown; use purple.” 
She grabbed the brown paint out of Linda’s hand and gave her a jar of 
purple. When Linda wanted to put starch on her painting, Horty said, 
“Don’t use starch; use water.” Over Linda’s protests, Horty poured 
water on the painting. Linda sighed. 

The therapist said, “You wish she did not boss you so much.” 


Linpa: You boss too much. 

Horty: No, I don't. 

Linpa: Yes, you do. Listen how you talk. You talk like a teacher. Do 
this! Do that! You better stop being so bossy! 
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Horty had no answer. She retreated to a corner of the table, and 
painted in silence for a long time. Suddenly she turned to Linda and 


said, “Am I really so bossy?” 


It seems that the group crystallized the situation for Horty. It 
made her aware of her problem, so that she could face it and re- 
flect upon it in the very situation that ordinarily provoked the 
difficulty. In individual therapy it would have taken much longer 
for the child even to be confronted with the problem. 


Does Group Play-Therapy Augment or Diminish 
Opportunities for Reality Testing? 


Unlike individual treatment, group play-therapy provides a 
tangible social setting for discovering and experimenting with 
new and more satisfying modes of relating to peers. The group 
constitutes a milieu where new social techniques can be tested in 
terms of reality mastery and inter-individual relationships. The 
inhibited child learns that he can attain objectives by voicing his 
desires, and the driven child learns that they are also served who 
only stand and wait. 

The presence of several children in the playroom serves to tie 
the therapy experience to the world of reality. Infantile feelings 
of omnipotence and magic that interfere with good adjustment are 
unmasked and modified by the group. The children help each 
other to become aware of their responsibilities in interpersonal 
relations. The following excerpt from a case record illustrates the 
group’s ability to put pressure on an unsocialized member, much 
beyond what could be expected in individual therapy. 


The minute Pat, aged nine, gets into the playroom, she starts annoy- 
ing the other children, and in spite of their protests, she keeps up hep 
attacks. Thus today she shot the airgun into the ears of the other 
girls, and threatened to put paint on their clothes. In defense, the girls 
teamed up against Pat with a verbal barrage: 


JANET: I bet even your mother doesn’t love you. 
Pat: Yes, she does. 

Janet: Nobody could love anybody like you. 
Pat: My mother loves me. 
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Janet: I bet your mother would like to get rid of you. 
Pat: I have the best mother in the world. 

Marcie: You're crazy. You're ready for the nut house. 
Pat: Iam not crazy. 

Marcre: Are you a tomboy? 

Pat: No! 

Marc: Do you want to be a tomboy? 

Pat; NO! 

Janet: Then why do you act like a tomboy? 


Pat was surprised by the intensity of the attack, and began to cry. 
She wanted to leave the playroom. 


THERAPIST: You are very unhappy. It hurts you that they don’t like 
you. P 

Pat: I am not coming back. They hate me. 

Tuerapist: You want them to like you. 

Pat: Yes. 

JANET: How can we like you when you act like that? You don’t accept 
any rules. 

Marcie: Don’t fight so much and we'll like you better. 


However, the usual circumstance is that the group allows chil- 
dren to experience external reality as satisfying and helpful. To 
many children, reality has become charged with massive negative 
expectations. They perceive the world as hostile and depriving, 
and they expect from it nothing but doom. These children find 
the conditioned reality of therapy an emotionally moving experi- 
ence. They have had previous group experiences, but in those 
they had to be most unlike themselves and constantly on guard. 
In ordinary groups, they have had to conceal more than reveal, 
and the barrier between them and other persons was at its high- 
est. The following excerpt from a group play-therapy session will 
serve as an illustration. 


Garrulous Gracie, aged ten, was in therapy with two very quiet and 
withdrawn girls. For many sessions Gracie dominated the scene with 
her ceaseless jabber, and she could really talk a blue streak about 
everything and about nothing. 

One day Linda, aged eleven, turned to Gracie and said in a very soft 
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and sympathetic voice, “Why do you always talk so fast, Gracie?” The 
question caught Gracie by surprise. She mumbled unintelligibly for a 
moment and then blurted out, “Because nobody listens to me, that’s 
why! The minute I open my mouth, my mother says, ‘Here she goes 
again,’ and my father yells, ‘Shut up!” 

“Qh,” said Linda, “that’s too bad. But we're not your family. We'll 
listen to you.” 


In therapy groups, children are exposed to a new quality of 
intimate relationships. They learn that they can shed defenses 
and yet remain protected, that they can get close to contempo- 
raries and an adult and not get hurt. In the security of the thera- 
peutic atmosphere, the children can face each other squarely and 
honestly and experience emotional closeness to other people. The 
group as a miniature society offers motivation and support for 
change, as well as a safe arena for testing new modes of behavior. 
The children learn that the sharing of materials and ideas is ac- 
claimed by society and that their own contributions are expected 


and welcomed. 


Does Group Play-Therapy Open or Block 
Channels for Sublimation? 


One of the aims of child psychotherapy is to help children to 
develop sublimations consistent with society’s standards and ex- 
pectations. The capacity to accept some, repress a few, and sub- 
limate many primitive urges is the mark of maturity. 

Group play-therapy provides children with a richer repertory 
of sublimatory activities than does individual play-therapy. In 
individual therapy, a young child may engage in the same activity 
session after session. For example, he may paint with water colors 
and never use finger paints, or he may sift sand and never make 
mud. This self-imposed play restriction may be due to lack of 
inventiveness or to lack of security on the part of the child. Group 
play-therapy reduces the child’s propensity to repetition; in a 
group, children teach each other to employ a variety of materials 
and to engage in a variety of activities, thus increasing each child’s 
stock of sublimatory outlets. 
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The presence of group mates enables children to engage in 
competitive games. In group games, children can vent hostility 
symbolically against substitute siblings. In the initial stage of 
therapy, children tend to displace hostility upon group mates and 
the therapist. They attack group members, grab their toys, and 
interfere with others’ activities. As therapy progresses, sublima- 
tions replace displacements. Instead of squirting water at one 
another, children feed dolls; instead of splashing paint, they 
color pictures; instead of throwing blocks, they build houses; in- 
stead of attacking each other, they engage in target shooting and 
in other competitive games. Such competitive activities, experi- 
enced in the accepting atmosphere of the playroom, eventually 
result in reduced sibling rivalry at home. 


SUMMARY 


The basic assumptions of this chapter are that the inner experi- 
ences responsible for the healing process are the same in all ther- 
apies and that every therapy system must explain its effectiveness 
in terms of its contribution to the identifiable variables common 
to all therapy. The unique contributions of group play-therapy to 
the establishment of a therapeutic relationship, to the evocation 
of catharsis, to the derivation of insight, to the testing of reality, 


and to the development of sublimations are pointed out and evalu- 
ated. 


A 


SELECTION OF CHILDREN 
FOR GROUP PLAY-THERAPY 


LINICAL experience indicates that no one method 
> of psychotherapy is effective with all persons. 
Different patients require different treatment methods. A process 
akin to matchmaking is required for successful therapy—match- 
making between a suitable patient and a proper method of treat- 
ment. This statement pertains also to child psychotherapy. 
Children accepted for treatment in guidance clinics are usually 
assigned either to individual or to group play-therapy. The ra- 
tionale for the differential assignment is not set forth clearly in 
the literature. In fact, Dorfman states: “Thus far, there are no 
clear criteria for deciding whether to offer group or individual 
therapy in a given case” [21, p. 262]. In her classic book, Axline 
devotes only one paragraph to the problem of selection of 
15 
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children for group play-therapy: “In cases where the child’s 
problems are centered around social adjustments, group therapy 
may be more helpful than individual treatment. . . . In cases 
where the problems are centered around a deep-seated emotional 
difficulty, individual therapy seems to be more helpful to the 
child” [2,p. 26]. 

Lippman’s recent book contains a single paragraph on the 
indications for group therapy: “Group therapy is the method of 
choice to help the withdrawn child learn that other children are 
friendly and safe. The group should be small and include children 
who are not aggressive or destructive” [49, p. 140]. The need for 
clear criteria for assignment of children to therapy groups is 
especially urgent because of the recent popularity of group 
methods. Slavson [71, 72, 73, 74, 77, 78] has provided the most 
original and articulate discussion of indications and counter-in- 
dications for various types of group therapy. However, his con- 
tributions apply mainly to activity- and interview-therapy rather 
than to play-therapy. 

The writer believes that group play-therapy is the preferential 
treatment for many young children and that it should be used 
extensively in child guidance. This statement is not a blanket 
endorsement of group play-therapy. Group therapy is no sub- 
stitute for individual treatment; it is beneficial only in specific 
cases, which must be carefully selected and grouped. When 


children are assigned to groups haphazardly, the method not 
only is ineffective but may actually be harmful. 


It must be stated that there are few, if any, validated criteria 
for the selection or rejection of children for group play-therapy. 
The writer knows of no published experimental studies in this 
area. Personal communications with colleagues brought little 
clarification; for each therapist who asserted that certain chil- 
dren are unsuitable for treatment in groups, there was one who 
reported success with just such children. It seems that the selec- 
tion of children for play groups is still uncharted territory in the 
field of psychotherapy. 


This chapter aims to formulate criteria for the selection and 
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rejection of children for therapeutic play groups. The suggestions 
are not based on research findings but on theoretical considera- 
tions, on informal study and experience, and on clear successes 
and conspicuous failures in treatment of children in group play- 


therapy. 


THE BASIC CRITERION: SOCIAL HUNGER 


__A large number of children seen in guidance clinics do not 
suffer from gross disorganization of personality but evidence 
symptomatic reactions to stressful situations and emotional con- 
flicts. Typically they are wanted children, reared by parents who 
are either too ambitious and overwhelming or too weak and 
over-indulgent. Though they may present a variety of emotional 
problems that require therapy, for the most part these children 
have had some satisfaction of primary needs; in their infancy 
they experienced maternal care adequate for the development of 
social hunger (Slavson). It is the presence of social hunger that 
makes these children eligible for group therapy. “Social hunger” 
can be defined as a person’s desire to gain acceptance by his 
peers, to act, dress, and talk as they do, and to attain and 
maintain status in his group. In return for peer acceptance, a 
child is motivated to change his behavior. The desire for ac- 
ceptance stems from satisfactory primary relationship with a 
mother or mother-substitute who not only fulfilled the child’s 
needs but who created in him needs for the recognition and 
approval of other people. Such children can benefit from the 
corrective relationships and curative environment that group play- 
therapy provides. 

Children who in their infancy and babyhood missed close con- 
tact with a mother figure cannot utilize group therapy. Because 
their primary relationships have failed them, they are suspicious 
of all relationships. They find it difficult to delay gratifications or 
to modify impulses in exchange for group acceptance, because 
they have had no experiences that make delay or sacrifice worth- 


while. 
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Anna Freud expresses a similar opinion for a different setting: 
“Tf infants are insecure and lacking in response owing to a basic 
weakness in their first attachment to mother, they will not gain 
confidence from being sent to a nursery group. Such deficiencies 
need attention from a single adult and are aggravated, not relieved, 
by the strain of group life” [28, p. 60]. 

Information concerning a child’s social hunger must be avail- 
able before a child is assigned to group therapy. This information 
cannot be obtained from psychological tests alone. The usual 
clinical categories, such as psychoneurosis, anxiety state, and 
personality disturbance, are of little use in determining suitable 
candidates for group play-therapy, since children seldom, if ever, 
present clear diagnostic pictures. Therefore, in the selection of 
clientele, behavior patterns and symptom pictures are of particular 
significance. Such information can be obtained best from complete 
case studies of the children. The case studies should contain de- 
tailed descriptions of the complaints and symptoms for which 
the child was referred, his physical size and appearance, his 
level of maturity or immaturity, his typical modes of reaction to 
frustration, his adjustment to school and peers, and his charac- 
teristic use of leisure time. The assumption is that the child will 
show toward the therapist and group members some of the same 
behavior which he shows toward his parents and siblings. The 
case data enables the therapist to anticipate each child’s be- 


havior in the group and to plan specific remedial situations and 
responses. 


INDICATIONS FOR GROUP THERAPY 


What follows are condensed descriptions of children deemed 
suitable for treatment in play-therapy groups. 


Withdrawn Children 


Group therapy is the treatment of choice for withdrawn 
children with varied psychodynamic constellations and etiologies. 
Under this heading are included children who, according to their 
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manifest behavior, can be described as over-inhibited, schizoid, 
submissive, fearful, shy, isolated, uncommunicative, inarticulate, 
constricted, and meek. Many of these children are unable to 
express ordinary feelings of affection and aggression, have no 
friends or playmates, and avoid social give and take. The 
greatest affliction of these children is social isolation, and their 
greatest need is for an opportunity for free and safe interpersonal 
communication. 

Withdrawn children find it difficult to relate to a therapist in 
individual treatment. They continue their habitual withdrawal 
patterns in the therapy setting and may spend many hours sitting 
silently in the corner of the playroom staring into space. When 
they do play, they choose quiet and safe activities and avoid 
spontaneity and risk. 

Withdrawn children are reached more readily in group therapy 
than in individual therapy. The friendly adult, the enchanting toys, 
and the playmates make it difficult for them to stay within their 
shells. These mild pressures of the therapeutic group diminish 
their “isolationism” and induce them to participate in peer 
activities. An optimal group for withdrawn children is one that is 
active but mild. 


Immature Children 


This term covers children who are apparently wanted and 
loved by their parents as babies but not as growing individuals 
with self-originating needs. Such children are over-sheltered and 
unprepared for the realities of life outside their family in- 
cubator. These children crave social experience with con- 
temporaries but do not develop adequate appreciation for the 
needs and feelings of others. They find it difficult to share pos- 
sessions or to delay gratifications. They are spoiled and want 
what they want when they want it. Infantilized children in- 
evitably create turmoil at school and in the neighborhood, as 
they are constantly embroiled in conflicts with contemporaries. 

Group psychotherapy is of particular value to immature 
children. The group offers motivation and support for growing 
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up as well as a safe arena for testing out new patterns of 
behavior. In the group they learn which aspects of their be- 
havior are socially unacceptable and which elicit peer approval. 
As a result, they make an effort to adjust to the values of their 
peers. In the group they acquire a variety of essential social 
techniques: they learn to share objects, activities, and the atten- 
tion of a friendly adult; they learn to compete and to cooperate, to 
fight and to settle fights, to bargain and to compromise. These 
techniques prepare such children to face their peers on equal 
terms. 


Children with Phobic Reactions 


Children whose anxiety is expressed in specific displaced fears, 
such as fear of dirt, darkness, or loud noises, benefit greatly from 
group therapy. Phobic children handle their anxieties by with- 
drawing from activities that seem dangerous to them. In in- 
dividual therapy a phobic child can continue to escape his 
anxiety by avoiding frightening situations and objects. He may 
restrict his motility and confine himself to playing with a few 
“safe” toys. However, in group therapy, other children are likely 
to engage in activities that will require the phobic child to do 
something about his neurotic fears. Other children may shoot loud 
cap guns, cover themselves with mud, or turn out the lights. The 
group makes it hard for the phobic child to escape facing his 
problems, thus giving the therapist opportunities to deal with the 
phobic reactions as they occur. In individual therapy it may 
take a long time for the child even to confront his problem, 


Effeminate Boys 


In guidance clinics one sometimes encounters boys who were 
brought up like little ladies. They usually come from matriarchal 
households, where father is either weak or absent or where they 
were the only boy in a family of many females. Since their primary 
identifications have been with non-masculine models, these boys 
cannot help but play a feminine role, They are meek and sub- 
missive and lack the characteristic aggressiveness expected of 
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boys in our culture. They are usually unable to mingle freely with 
other boys or to participate in normal boyish games. Because they 
shy away from aggressive play and prefer the company of little 
girls, they are nicknamed “sissies” and are socially stigmatized 
and emotionally scarred. They often grow up to be inadequate 
adults. 

Group therapy with a male therapist is the required treatment 
for such boys. Individual therapy is counter-indicated because a 
close relationship with a male therapist may activate latent 
homosexuality, while a female therapist cannot meet the boy’s 
needs for masculine identification. A non-intense relationship with 
a male therapist, masculine toys and activities, and the company 
of boys provide the optimal curative elements for treatment of 
effeminate boys. The group therapist serves as an identification 
model without strong libidinal ties. The materials and group 
members call forth the masculine components of personality 
without arousing anxiety. The setting as a whole encourages as- 


sertiveness without fear of retaliation. 


Children with Pseudo Assets 


Some children are referred to guidance clinics because they 
are “too good.” They are obedient and orderly and over-generous. 
They worry about mother’s health, are concerned about father’s 
finances, and are eager to take care of little brother. Their whole 
life seems to be oriented toward placating their parents, and they 
have little energy left for gratifying their own wishes or for 
building relationships with their peers. 

Children who exhibit pseudo assets need group therapy, at least 
at the beginning of treatment. In individual therapy such children 
may continue their established patterns of “altruistic surrender,” 1 
relying mainly upon reaction formation to convert aggressive im- 
pulses into kindly behavior. In the playroom they are meek and 
gentle and spend much of the time propitiating the therapist, whom 
they fear. They bring him gifts, sing him songs, draw pictures for 


1'This term was coined by Edward Bibring and quoted by Anna Freud 


(27, p 133]. 
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him, and keep the playroom clean. From the first session on, 
they tell the therapist how nice a man he is and how much they 
love him. The compliments and declarations of love cannot be 
taken by the therapist as a triumph of rapid rapport or real rela- 
tionship. They may rather be the children’s way of saying how 
afraid they are of their own aggressive feelings and of the 
therapist’s consequent retaliation. The process of transforming 
hostile impulses into their opposites, and of keeping them in check, 
consumes the life energy of these children. 

Group therapy provides an effective setting for eliminating 
pseudo-positive behavior. It encourages children to give up duti- 
ful compliance toward adults and to assume normal assertiveness, 
By observing the aggressive play of other children and the con- 
sistently non-retaliatory reactions of the therapist, these children 
slowly begin to allow their own impulses to gain some expression. 
First through “spectator therapy” and then through actual ex- 
perience, these children learn that there is no need to be in- 
gratiating and self-effacing. This frees them to discover their 


own wants, express their own feelings, and establish their own 
identity. 


Children with Habit Disorders 


Frequently parents refer young children to child guidance 
clinics with such symptoms as thumb-sucking, nail-biting, eating 
problems, and temper tantrums. When these are the main dif- 
ficulty, and there is no evidence of more serious pathology, these 
transient habit disorders are frequently expressions of thwarted 
strivings toward independence. In most cases, these difficulties 
did not begin in infancy but appeared at a later stage, as a 
result of parents’ inability to cope with their children’s emerging 
independence. As infants, these children experienced love and 
security and developed social responsiveness. Children with 
habit disorders readily benefit from group play-therapy. Their 
strivings for independence are encouraged by the consistently per- 
missive adult and by identification with more autonomous group 
members. 
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Children with deeper pathology may also manifest habit dis- 
orders in addition to other symptoms. For such children, the 
treatment of choice will depend on the differential diagnosis. 


Children with Conduct Disorders 


Many children are referred to clinics because of “conduct 
disorders,” such as fighting, cruelty, truancy, and general de- 
structiveness. The aggressive behavior may occur at home, at 
school, in the neighborhood, or in all these places. When the 
child misbehaves only at home but not outside of it (or vice 
versa), it may indicate that the core problem is a reactive and 
unconsciously retaliatory way of life against real or fancied 
mistreatment by parents. In such a case, group therapy is the 
treatment of choice. 

The most difficult task in treating these children is to establish 
a relationship of trust with them. Because their parents failed 
them, they are suspicious of all adults. They fear the therapist, 
distrust his kindliness, and cannot tolerate his permissiveness. 
They aggressively avoid close relationship with him by acting 
obnoxious and hostile. The directness of individual treatment is 
too intense for children with conduct disorders. Because of its 
diluted relationships, group therapy is the more appropriate 
treatment method. “The group acts as an insulator for them, 
diluting much of the tension that would otherwise exist if the 
children had no means of escape from closer contact with the 


worker” [68, p. 19]. At the same time, mild pressures from 


group members and the therapist’s timely interventions help such 


children to achieve self-control. , 
Again it must be emphasized that the meaning and source of 


the child’s aggression should be established before he is assigned 
to a group. This is particularly important, since we occasionally 
meet children whose aggression does not diminish with expres- 
sion and whose destructiveness is unaccompanied by visible guilt. 
When aggression stems from psychopathy or other characterologi- 
cal conditions, it cannot be worked through in group therapy 


exclusively. 
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COUNTER-INDICATIONS FOR GROUP THERAPY 


What follows are brief descriptions of children deemed un- 
suitable for treatment in play-therapy groups. 


Intense Sibling Rivalries 


Children with intense hatred toward brothers and sisters are 
excluded from group therapy. They see all group members as 
substitute siblings and treat them accordingly. The permissive 
atmosphere encourages them to act out their intense hostility 
openly. In a thousand and one ways they victimize their play- 
mates; they grab their toys, interfere with their play, and even 
abuse them physically. Such relentless hostility cannot be worked 
through in group therapy. These children must first be seen in 
individual treatment before they can relate to children in groups. 


Less intense sibling rivalry, however, can be treated in group 
play-therapy. 


Sociopathic Children 


Despite the general reluctance to label children as sociopaths, 
nevertheless, in clinical practice one encounters children as young 
as seven or eight who act as though they had no conscience. These 
children are shallow, selfish, impulsive, and capable of committing 
extreme cruelties without apparent guilt or anxiety. They seem to 
lack the capacity for empathy and are strikingly unconcerned 
about the welfare of others. They may appear charming and 
solicitous, but they are cold and distant. They are, as one 
mother put it, “all take and no give.” 

Sociopathic children like to come to group therapy. They 
seldom miss a session. However, they make life miserable for 
the other children. They bully playmates, attempt to manipulate 
the therapist, monopolize materials, steal toys, and in general, 
create hate in group members and frustration in the therapist. 
They effectively block progress in therapy by preventing other 
children from autonomous play and activity. Therapeutic limits 
are ineffective with sociopathic children; they sneak past them 
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and continue their corrosive acts. Neither reflection of feelings 
nor direct interpretations have beneficial effects on these children. 
They actively resist introspection and are quick to change the 
subject when the meaning of their behavior is discussed. They also 
interrupt discussions of other children’s problems, as though they 
were afraid of any insight. Even direct censure and criticism have 
little effect on sociopathic children, because they are indifferent 
to what others think of them. 

Ordinarily, sociopathic children must be excluded from permis- 
sive play-therapy groups in order to prevent group disruption. 
However, the young child under eight, whose personality seems 
to forebode sociopathic trends, is still a child whose character is 
not fully crystallized, and it is therefore feasible to place such a 
child in a group on an experimental basis. It is important that 
only one such child be in a group and that the rest of the group 
consist of children without deep pathology. Individual play- 
therapy that calls for close interpersonal relations is unsuitable 
for sociopathic children. Because of their rejection of all authority, 
they cannot accept the therapist either. Slavson suggests that 
older sociopathic children should be seen not in clinical settings 
but in a group “of an authoritarian nature such as institutions 
provide.” In such groups, “restraints, inhibitions and punishments 
are applied consistently. Instinctual fear is aroused and the 
authority symbols that should have been established earlier in 
life are now supplied by the institution and its staff. The total 
setting is of such nature that one has to find some way of adjust- 


ing to it in order to survive” [72, p- 106]. 


Children with Accelerated Sexual Drives 

seen in a guidance clinic evidence malad- 
paired psychosexual development. 
These are children who have been exposed to sexual over-stimula- 
tion; they may have been fondled erotically by unconsciously 
seductive parents, or they may have slept in their parents’ bed- 
room and witnessed intercourse. At any rate, they show premature 
sexual interests and activities. These children need treatment 


Some of the children 
justment that stems from 1m 
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in depth and should be seen in individual therapy before assign- 
ment to a group. Children with such libidinal distortions need 
the strong transference relationships, the direct interpretations, 
and the insights that only individual therapy can provide. 


Children Exposed to Perverse Sexual Experiences. 


Children who have actively engaged in homosexual relations 
are excluded from group therapy. They may activate latent homo- 
sexual tendencies in others or initiate children in undesirable 
practices. 


Children Who Steal 


Children with long histories of stealing are excluded from 
group play-therapy. Persistent stealing is a serious symptom, 
often representing intense hostility against society. Such ingrained 
hostility cannot be diluted or dissolved easily. These children 
carry over into the miniature society of the group their deep 
resentment against adult society. They may steal from group 
members, the therapist, and the playroom. They may also initiate 
other children into the art of thievery. 

Slavson suggests that children who steal only at home may be 
placed in group therapy. Stealing at home may just be a bid 
for affection or an act of revenge for unkind treatment. “The 
accepting atmosphere of the group, the family substitute, meets 


in most cases the love needs of the child, and the stealing impulse 
subsides” [71, p. 115]. 


Extremely Aggressive Children 


The meaning of a child’s aggression must be thoroughly 
evaluated before psychotherapy can be initiated. If the aggression 
stems from deep-rooted hostility, homicidal tendencies, 
pathy, or a masochistic need to activate punishment, group 
therapy is counter-indicated. The permissive atmosphere of the 
group only encourages the destructive impulses of such children. 
These children cannot be allowed even the usual leeway for 
acting out, as free discharge of aggression brings them neither 


psycho- 
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relief nor insight but leads to further disorganization of per- 
sonality. Forceful restraints must be put on their acting out, to 
compel them to “look before they leap” and to think before they 
act. This policy cannot be carried out in a permissive group 
setting because of the detrimental effect that it may have on other 
children. 


Gross Stress Reaction 


Children exposed to severe trauma or sudden catastrophe may 
develop acute symptoms even in the absence of underlying 
personality disturbance. A child may react with overwhelming 
anxiety to a fire, an auto accident, or the death of a beloved person, 
and he may develop dramatic symptoms that differ only in etiology 
from the symptoms of neurosis or psychosis. 

Prompt individual therapy is the preferred treatment method 
for these traumatized children. Anxiety generated by recent 
traumatic events can be dissipated by the child’s repeated symbolic 
re-enactment of the events. Resolution of intense anxiety and 
recession of acute symptoms occur more readily when the child 
can focus his symbolic play on the content of his trauma. This 
can best be accomplished in a setting where there are no distrac- 
tions from other children and where the therapist can give his 
undivided attention to the frightened child. 


SUMMARY 

‘ormulates criteria for the selection and rejection 
of children for group play-therapy. The main consideration for 
accepting children for group therapy is their capacity for social 
hunger. Children who in their babyhood missed close contact with 
a mother figure are excluded from group therapy. Unsuitable for 
group therapy are children with murderous attitudes toward 
siblings, sociopathic children, children with accelerated sexual 
drives, children exposed to perverse sexual experiences, children 
who habitually steal, extremely aggressive children, and children 


who exhibit gross stress reactions. 


This chapter f 
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Children who have a potential need to gain acceptance by 
peers can benefit from group treatment. The following types of 
children are deemed suitable for treatment in group play-therapy: 
withdrawn children, immature children, children with phobic 
reactions, effeminate boys, children with pseudo assets, children 
with habit disorders, and children with conduct disorders. 


3 


THE COMPOSITION OF GROUPS 


group treatment, depends greatly on the harmonious 
combination of patients. Indiscriminate grouping is dangerous. 
It may bring harm to individual children or lead to group disin- 
tegration. The presence of even one misfit in a group may create 
enough discord to block therapy- Many child therapists have had 
their first and last group therapy experience in an ill-matched 
group. 
The criteria for grouping children in play-therapý ane not 
clearly formulated, much less experimentally validated. Different 
clinicians adhere to different practices. Axline (2) has used '.2 
most unorthodox method of grouping: she has allowed children 
to invite to the playroom playmates of theip own chute, anipe 
states: “The idea of letting the child bring in his own group 
rather than having it selected for him seems to have value, too. 


29 


lak effectiveness of group play-therapy, as of all 
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If the therapist is truly child-centered, the child-chosen group 
should be more valuable to the child . . . than a group chosen by 
the therapist” [2, p. 41]. When Tom, aged twelve, was allowed by 
Axline to choose his own group, he brought with him almost the 
entire sixth-grade class. They all wanted to join the group. When 
told to confine his choice to six children, he chose three boys and 
three girls. He explained that he chose some for their good in- 
fluence and some because they were worse than he. Axline felt 
that by selecting his own group Tom achieved status with his 
schoolmates and became one of them. “This seemed.. . . to be 
a significant part of the therapy and more meaningful than it 
would have been had the therapist done the grouping” [2, p. 42]. 
In another case a four-year-old girl was allowed to choose two 
playmates for her group session. Axline [6, p. 54] reports that 
some of the significant developments in the child’s therapeutic 
experience emerged from her selection of the other two members. 

Few therapists would accept the above-mentioned method of 
composing therapy groups, if only because of its practical limita- 
tions. Clinics with long waiting lists cannot afford therapy groups 
in which “one child is in for treatment and the others are there 
for the fun of it” [2, p. 41]. Moreover, from a theoretical view- 
point, it is doubtful whether a child-chosen therapy group can 
consistently meet the many qualifications essential to the function- 
ing of a well-balanced group. While there may never be a perfect 
blueprint for the composition of therapy groups, yet principles and 
practices of grouping must be constantly defined, tested, and 
refined. The present chapter aims to make explicit some considera- 
tions that affect the construction of play-therapy groups. 


Corrective Identifications 


In play-therapy, children must be so grouped that they exert a 
corrective influence upon each other, The group should consist of 
children with dissimilar syndromes, so that each child will have 
the opportunity to associate with personalities different from and 
complementary to his own. An effeminate boy needs to identify 
with more masculine playmates, and the over-sheltered child can 
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learn independence from more autonomous group members. 
Withdrawn children must have the opportunity to model them- 
selves after outgoing group mates. Fearful children should be in 
the company of more courageous youngsters, and infantile children 
should be placed in a group with more mature children. Children 
who rely too heavily on fantasy should be in groups with more 
prosaic members. Aggressive children must be put with others 
who are strong but not belligerent. Hyperkinetic children should 
be exposed to the influence of more controlled children. Every 
play-therapy group should contain a diversity of identification 
models to encourage corrective relations. 


Relief from Ridicule 
Another important consideration in grouping is to prevent 
ng in therapy the devastating influences 


children from experienci sta 
dersized, submissive boy should 


of their outside life. Thus, an un l À 
not be put in a rough group in which he will be dominated. In 


a wild group he will be stamped a “sissy” or a “shrimp.” In a 
mild group he may be able to stand his ground. A child who has 
been defeated by more capable siblings should not be put in a 
group with highly intelligent children. Children who have been 
stigmatized because of physical appearance, foreign accent, or 
racial background should not be put in groups 1n which they are 
likely to re-encounter ridicule. The playroom must be a haven 
from persecution, and the intragroup relations must foster freedom 


from fear. 


Optimal Tension 


Groups, like individuals, have their limits for tolerating tension 
and anxiety. The tides of hostility and hilarity in a therapy 


group must ebb and flow. Groups that are continually in a state of 
agitation are psychonoxious in effect. A therapy group must n 
so constituted as to sustain momentary heightening n ee 
however, when storms break out, they should not last long. Thus, 


a group composed only of aggressive eealcren sacar 
the tension it creates becomes excessive, because belligerent 
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children reinforce each other’s aggression. A group composed only 
of quiet children is also counter-indicated. It fails to create 
sufficient tension to bring into play each child’s central dynamics. 
An optimal group arrangement calls for several quiet children and 
not more than two who are aggressive. 


Friends and Siblings 


It is undesirable to place in the same group children who have 
contact with each other outside the therapy setting. Schoolmates 
should be put in separate groups. One of the aims of psychotherapy 
is to replace old attitudes and relationships with new ones. The 
presence of familiar persons sometimes tends to freeze one in 
old patterns of behavior, thus blocking reorientation of attitudes. 
Siblings too should not be assigned to the same group. In therapy, 
a child should not have to be concerned with taking care of a 
younger sister or being bossed by an older brother, He should be 


free to pursue his own activities and not have to keep up with 
or hold back for a sibling. 


Wrong Heroes 


Special care must be exercised to prevent antisocial children 
from becoming dominant figures in a group. Delinquents, because 
of their experiences, may attain hero status in a group and serve 
as undesirable models of identification. Juvenile delinquents 
should not be placed in the same group with neurotic children who 


try to conform to society’s standards. Delinquents may glamorize 
criminal behavior. 


Neutralizers 


In a lively play group, it is advisable to have one child who is 
not too disturbed and whose behavior is controlled. By his dis- 
approval of anarchy and by his insistence on socially acceptable 
behavior, such a child exerts a mild positive influence on over- 
active children. “Look how you behave,” he may say to an ag- 
gressive child. “You are not the only one in here.” His words of 
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caution and criticism sometimes have a calming effect on the 
group and serve as brakes on belligerence. 


Group Size 

The number of children in a play-therapy group should not 
exceed five. A larger group becomes too lively and makes it 
impossible for the therapist to observe the minute-to-minute 
activities of all the children and to react to each child in the 
light of his dynamics. Beginning therapists are advised to start 
with groups of three. 


Age 

Chronological age is an important consideration in assigning 
children to a play-therapy group. The children in a group should 
not differ in age by more than twelve months. However, not 
infrequently other considerations will take precedence over age. 
Thus, an immature child who is rejected by his own agemates 
may be placed first in a therapy group with children younger than 
himself, and an over-sized or belligerent child should be assigned 
to a group of older children. As they grow in maturity and in 
ability to make social adaptations, such children can be trans- 


ferred to a group of their own age. 


Intelligence 

The IQ is not so crucial a criterion in grouping children as it 
is in grouping adults. Adults of low intelligence are heatinepyil in 
verbal therapy. They irritate the brighter members and ex- 
perience in the group the rejection and ridicule to which they 
are exposed in outside life. Dull children, on the other hand, are 
not seriously handicapped in play-therapy- Children of different 
degrees of intelligence use the same toys to work through their 
problems, As Schiffer puts it: “What may be described as ‘social 
intelligence’ tends to place children of different intellectual 
capacities on a common plane in other than scholastic areas. In 


play or conflict, the retarded child may use aggressive, colloquial 
forms of expression with facility. This tends . . . to reduce the 
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elements of difference between himself and the others” [67, p. 60]. 
It should be added that children with extreme mental retardation 
are not accepted for treatment in the ordinary play-therapy group. 
They are seen in a more intellectually homogeneous group. 


Open or Closed Groups 


There are differences of opinion among therapists as to whether 
groups should be “open” or “closed.” In open groups, new patients 
are accepted during the course of treatment. In closed groups, 
patients begin therapy at about the same time, and no new mem- 
bers are accepted thereafter. Slavson (73) favors closed play- 
therapy groups, because children who are far along in treatment 
may be disturbed when newcomers of deeper pathology are added 
to the group. In practice, children’s therapy groups tend to be 
open. The reason is a practical one: children terminate or drop 
out of treatment and have to be replaced. However, the therapist 
must estimate the effects of changes in group composition on each 
group member. The disappearance of a playmate may increase 
fear of abandonment in the children, and the arrival of a new 
protagonist may aggravate relations with brothers and sisters at 
home and with the substitute siblings in the group. The therapist 
should anticipate these negative reactions and, whenever possible, 
take precautionary steps. Thus, when it is decided to terminate 
treatment for a particular child, he should be advised of it in the 
group. He should be told that he has three more sessions to play 
and that he himself should decide how many of them he would 
like to attend. A frank discussion of this sort tends to prevent 
the arousal of undue anxiety in the group. 


Mixed Company 


The prevalent practice in many clinics is to have mixed groups 
for young children and same-sex groups for children in latency. 
This pattern is in keeping with the general practice of our society. 
In babyhood, sex differences are minimized. In kindergartens. boys 
and girls play together, take naps together, and share the sare 
toys and toilets. In latency, sex differences are emphasized. In 


THE COMPOSITION OF GROUPS 35 


school and in the scouts, boys and girls are expected and en- 
couraged to develop different interests and aspirations. Boys must 
achieve prestige in masculine activities, and girls must achieve 
status in feminine pursuits. At the preschool level there are no 
compelling reasons for separating the sexes in play-therapy, and 
there are some advantages in keeping the therapy group sexually 
heterogeneous. 

It has been noted that, in therapy, groups of preschool girls 
engage primarily in domestic activities, whereas boys engage for 
the most part in direct aggressive play. Consequently, boys’ groups 
tend to become over-active and over-aggressive, making it neces- 
sary for the therapist to intervene, to invoke limits, and to be 
restrictive. When girls are placed in a boys’ group, a noticeable 
change occurs in the boys’ play. There is a decline in physical 
fighting, a rise in symbolic play, and an increase in the variety 
of play themes. Some boys start pounding rubber dolls instead 
of attacking playmates. Others are drawn by the girls into re- 
gressive activities that are less boisterous; together with the girls, 
boys engage in “mothering” activities, such as washing and 
feeding dolls, and occasionally the boys themselves take to the 
nursing bottle. It should be added that mix 
are especially important for boys who have n 
girls who have no brothers. ; 

As mentioned above, same-sex groups are indicated for children 
of school age. During this period, sexual identification of boys 
and girls should be intensified and reinforced through provision 
of models, interests, and activities that are culturally differentiated 


as masculine and feminine. 


o sisters and for 


SUMMARY 

clinical and non-clinical factors 
that should be taken into account in composing play-therapy 
groups. A therapy group must never be an accidental conglomera- 
tion of patients; it must be carefully planned and balanced for 
the impact of members upon ea other. The group should 


This chapter discusses several 


ch 
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consist of children with dissimilar syndromes, so that each child 
will be able to associate and identify with personalities different 
from his own. An important consideration in grouping is to 
prevent children from experiencing in therapy the noxious in- 
fluences of their outside life. Schoolmates and siblings should not 
be assigned to the same group. Delinquents should not be placed 
with neurotics. A play-therapy group should consist of not more 
than five children of about the same age. Young boys and girls 
can be placed in the same group; children in latency should be in 
same-sex groups. Groups need not be homogeneous as to intel- 


ligence. By and large, play-therapy groups are “open,” with new 
children added at suitable times. 


4 


DIFFERENTIAL DIAGNOSIS 
THROUGH PLAY OBSERVATION 


ldren are a most suitable age for 


RESCHOOL chi 
r group play-therapy; yet they constitute a difficult 
diagnostic problem, because many of them are non-verbal, or 


have difficulty in separating from mother, or in other ways are 
Unsuitable for psychological testing. However, in planning therapy 
8roups, gross differential diagnosis is crucial. It is important to 
know whether a non-verbal three-year-old is autistic, brain- 
damaged, mentally retarded, or just scared. This chapter aims to 
Clarify criteria that may be used in constructing a personality 
Picture from the observation of play in diagnostic group sessions 
with young children. Three or four children of the same age are 
Seen for a series of observations, before being assigned to a 
therapy group. In arriving at a diagnosis, the therapist uses 
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observable signs, as well as theoretical constructs to discern the 
personality behind the play behavior. This chapter will give opera- 
tional descriptions of how play patterns communicate personality 
trends. The descriptions pertain to the playroom behavior of 
normal, neurotic, brain damaged, mentally retarded, and psy- 
chotic children.* 


PLAY OF NORMAL CHILDREN 


Normal children make use of the playroom in different ways, 
and yet their play has certain typical qualities that distinguish it 
from the play of deviant children. In his play the normal child 
shows the following: ease in forming personal relations; delight 
in the use of play materials; ability to use substitute outlets for 
primitive drives; avoidance of the extremes of affect. 


Personal Relations 


The normal child separates from his mother without tearful 
scenes but with the expectation that they will soon meet again. He 
shows interest in the adult who is taking him to the playroom and 
chats with him readily. In the playroom he shows no fear or 
cringing and assumes that the therapist is a friendly adult. He 
includes the therapist in his conversation and may tell him his 
play plans. He may divulge personal secrets: the names of his 
friends and enemies; the death of a beloved pet; the troubles of 
life with little sister. He is free to express a wide range of 
feelings directly. Indignantly he may declare, “My mother made 


1Tt cannot be overemphasized that the play behaviors described in this 
chapter do not represent all possible behavior displayed by the great variety 
of normal and deviant children, Any attempt to categorize their play will 
fall short, since there is an overlapping of patterns among children of vari- 
ous diagnostic categories. Nevertheless, descriptions of the play behavior of 
“pure types” highlight the predominant trend of a category. The descriptions 
are meant to serve as a frame within which the therapist c 
in the diagnostic sessions. The observ. 
nated with the child’s case history, 
diagnostic data available. 


‘an orient himself 
ations must be integrated and coordi- 
with medical findings, and with other 
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me wear a sweater, but it’s too hot and I hate it.” He owns up to 
some negative feelings: “My brother broke my fire truck; I don’t 
like him.” He can also express a reasonable satisfaction with him- 
self: “I am a pretty good catcher.” 

The normal child enjoys the company of other children and 
has at his disposal a variety of social techniques for dealing with 
them. He is sensitive to the feelings of his group mates and is 
willing to share toys and ideas with them. He initiates group 
play, asks other children to join him, is willing to join if invited, 
and is able to enter the play even without an invitation. He 
prefers active to passive roles and likes to take the lead. When 
attacked, he can defend himself and be aggressive, but with 


smaller children he is protective. 


Play Materials 

The normal child responds with delight to the sand and the 
mud, the water and the paint, the guns, the knives, the dozens of 
toys in the playroom. He likes to experiment with different 
materials, including messy ones: he dribbles water in the sand, 
squeezes finger paints through his fingers, kneads and pounds 
clay. He can choose his toys without long hesitations. He makes 
imaginative use of materials, and his creations are functional: 
blocks become bridges, boats, and battleships; sand becomes 
Sugar, salt, and snow. He is not afraid to move around in the 
playroom, and he explores the space at his disposal. He likes to 
climb and to do stunts, and enjoys the feeling of height. He is able 
and willing to express aggression through toys designed for this 
purpose: he boxes Bobo the clown, shoots cap pistols, and sets 


up a deafening racket on the drums. f : j 
ity is manifested in the 


The normal child’s sense of securi 
he shrugs off problems that cause grave con- 


cern to disturbed children. When he breaks a toy, he does not 
become upset; he admits it and looks for another toy. He is 
not distressed by dirt and does not feel compelled to stop his 
play in order to tidy himself or the playroom. In fact, at the end 
Of the hour he walks out of the playroom without even a back- 


calmness with which 
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ward glance at the mess he is leaving behind. Characteristically, 
he is ready to recount his playroom behavior to his mother, in- 
cluding his regressive play. 

Just as he feels free to experiment with materials, so the 
normal child likes to play with words. He invents new combina- 
tions, enjoys making up nonsense syllables, and laughs heartily 
at the humor in his own creations. He rejoices in his own spon- 
taneity and expresses his pleasure by humming and singing. 


Substitute Outlets 


The normal child tends to test the boundaries of permissible 
behavior in the playroom. Thus, when he is told he may paint any 
way he wants to, he may start decorating the wall, meanwhile 
keeping a sly eye on the therapist. However, he accepts limits 
without much resentment and readily switches to suggested 
substitute outlets. He can accept the therapist’s suggestion that 
he paint on paper instead of on the wall. As a rule, the normal 
child uses toys for the purpose for which they were intended: he 
pours water into the sandbox, not into the air conditioner, and 
he shoots at the dolls, not at the therapist. 


Avoidance of Extremes 


Through all the upheavals and excitements of the playroom, 
the normal child maintains an emotional balance and acts without 
timidity or violence. Both his actions and his reactions are elastic; 


regardless of how angry or hilarious he gets, he can be reached and 
his equilibrium can be restored. 


PLAY OF MALADJUSTED CHILDREN 


The playroom behavior of immature and neurotic young 
children is characterized by an excess of inhibition or aggression. 
Over-inhibition 

The over-inhibited child displays a variety of unspontaneous 
behaviors. He is likely to resist separation from his mother, to 
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cry and have a temper tantrum, to demand that his mother come 
with him to the playroom, or to beg her desperately not to leave 
him alone. Once he is in the playroom, he may spend the whole 
hour frightened, sulky, or lost in reverie. Even when he does bring 
himself to touch a toy, he shows little spontaneity and no delight. 
He is over-cautious in his use of toys and puts them away care- 
fully in their “proper” place. He responds gingerly to the en- 
ticing possibilities of the playroom. 

Sometimes the fearful child tries to bribe his way through the 
hour. He will attempt to ingratiate himself, offering to clean up 
the playroom or paint pictures for the therapist. He will be meek 
and overly polite; characteristically he may show special concern 
with broken toys. Or he may stay close to the adult, seeking 
permission for every step he wants to take. 

Faultfinding marks the attitude of some inhibited children. 
Dissatisfied with themselves, they depreciate everything around 
them. In their words, their block buildings are crummy, and their 
paintings stink. They complain that the playroom is dirty and 


are careful not to become contaminated. They may go so far as 


to worry about a speck of paint on their hands and become dis- 


tressed if they cannot wash it off immediately. 


Over-aggression 
In contrast, the over-aggressive child takes over the playroom 
and attempts to make it his private domain. He tries to dominate 
and exploit the other children; he shoves them around, grabs their 
toys, and may even hurt them physically if he is not restrained. 
Failing in this, he contents himself with criticizing them or calling 
them names. a ' R 
Frequently the aggressive child’s play has an waded sadistic 
tinge. He attacks other children, deliberately preats their toys, 
and projects his misdeeds upon others. He is attracted by guns 
and knives and offers to fight everybody, including He therapist. 
He may even go so far as to attack the therapist physically. He 


will not accept limits but fights them or tries to evade them. 


42 GROUP PSYCHOTHERAPY WITH CHILDREN 


The aggressive child is a hoarder of toys. He confiscates more 
material than he can use, and refuses to share. He will pilfer toys 
and blame their disappearance on magic. He will not own up to 
his feelings; he attributes his actions to orders from a boss, a 
ghost, or some other outside agent. 


MANIFESTATIONS OF BRAIN DAMAGE 


A common effect of organic brain damage in young children is 
behavior characterized by hyperactivity, perseveration, poor 
motor control, social ineptness, over-reaction to minutiae, and a 
variety of speech difficulties. In the playroom, these characteristics 
will be evidenced in one or another of the following specific be- 
haviors. 


Hyperactivity 


Hyperactivity is generally accepted as the hallmark of the 
brain-injured child. Such a child is aimlessly over-active and con- 
tinuously on the go. He has an abundance of energy but little 
focus. Even when directed, he finds it hard to channel his be- 
havior toward a definite aim; he gives only momentary attention 
to objects and people. 

Outside stimuli hold equal valence for the brain-injured child. 
He cannot rule out unessential details. Deluged by an incessant 
flow of auditory and visual stimuli and possessing, so to speak, no 
inner device for selective inattention, the brain-injured child is 
the victim of what Goldstein [36] calls “forced responsiveness to 
stimuli.” In the playroom a brain-injured child will touch and 
manipulate more toys than does a child of any other diagnostic 
category. Because of his defective perception, the brain-injured 
child is constantly distracted and responds with equal attention to 
events of unequal importance; e.g., the therapist’s voice and the 
whir of a fan, an attractive fire engine and a broken piece of 
pencil. 
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Perseveration 


Perseveration is another characteristic of the brain-injured 
child. Unable to shift spontaneously from one play theme to 
another, the brain-injured child will go on performing acts after 
they have lost their meaning. Thus, he will continue to erase the 
blackboard in a robotlike manner after he has already cleaned it, 
hammer a nail after he has driven it into the wood, and pound the 
pegboard after he has knocked out the pegs. He may write out 
endless lists of numbers and letters, or like a broken record, he 
may persist in repeating nonsensical phrases or keep asking the 
same questions over and over again, even after he has been 
answered. 


Motor Control 

The brain-damaged child characteristically has poor motor 
control. He has a clumsy gait, a wobbly stance; he shows inept- 
ness of grasp; he often trips and in general is poorly coordinated. 
He is unsure of his position in space and may become groggy when 
he attempts to climb, or may lose his balance when he tries to 
stand or jump on one foot. Because he is unable to judge distance 
and direction accurately, he often stumbles into things or knocks 
things over, His activity is disrupted by bursts of uncontrollable 
motor impulse. For instance, he may have involuntary contortions 
and muscle twitching, and may display odd behavior. He may 
suddenly stop painting and pour the paint over himself or another 
child, without recognizing the strangeness of his act. 


Social and Emotional Ineptness 

The behavior of the brain-injured child is a caricature of 
ordinary social behavior. He wants the company of other children 
and may demonstrate his need through excessive i DPE 
such as touching and even striking. He shows a genera inability 
to adapt to social demands, and has great mn group games 
because he is unable to grasp oF conform to the es p. the game. 
He may be playing cooperatively for a while, then suddenly and 
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without warning go off in all directions. He is likely to become 
very destructive and may indiscriminately break toys and equip- 
ment or attack other children and even the therapist. 

The brain-injured child’s crying spells are an important diag- 
nostic clue. These have little relevance to the severity of the 
situation. He will shed tears with equal heartache when a shoelace 
becomes untied, when he fails at some attempted task, or when 
he is excluded from a group game. Characteristically, his recovery 
may be sudden and swift. Laughing and singing also occur in 
random spells; typically, they are loud and weird. 


Over-reaction to Minutiae 


The brain-injured child’s inability to cope with daily life is re- 
flected in an exaggerated responsiveness to minutiae. He pays 
major attention to minor details. He shows unusual facility for 
noticing the unimportant; for example, he is quick to observe 
and to comment on a slight disarrangement of dress of the thera- 
pist, the parent, or even a stranger. The over-reaction to minutiae 
stems from his inability to synthesize separate elements into a 
meaningful gestalt. The brain-injured child also over-reacts to 
physical hurt. If he bruises himself slightly, he becomes extremely 
upset and discharges his anxiety in fits of anguished crying. 


Aphasia 


One of the possible results of brain damage is aphasia, a dis- 
order of symbolic functioning manifested in inability to speak, 
to understand speech, and/or to use language for thinking. The 
aphasic child’s verbal communication is sporadic; his speech 
varies in intelligibility from moment to moment; often he cannot 
recall specific words. For example, in the playroom he may say 
“doll” or “gun” but be unable to use these words again a moment 
later. Much of his speech is “automatic” and includes fixed ex- 
pressions such as “How do you do,” “I’m fine,” “What are you 
doing.” “Let’s go,” or “O.K.” His speech includes some facility 
to recite the alphabet, to count numbers, and to sing familiar 
songs. Characteristically, aphasic children cannot use in conver- 
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sation the words they use in their songs, and they are unable to 
use numbers even for simple arithmetic. 

Some aphasic children are echolalic. In the playroom, they may 
imitate the speech of other children or of the therapist, without 
being able to understand it. For example, when the therapist says, 
“Time is up,” the child will repeat the phrase without compre- 
hending it. Or when mother urges the child, “Say bye-bye,” he 
may repeat “Say bye-bye,” indicating his inability to grasp the 
meaning of her speech. 

In his play, the aphasic child may vocalize, but without appro- 
priate content; thus, when he handles a toy, he may emit words 
or make sounds unrelated to the toy with which he is playing. 
The aphasic child may be able to interpret auditory stimuli other 
than speech; he may be able to understand the meaning of a 
ringing telephone, but he fails to understand the statement, “The 


telephone is ringing.” 


SIGNS OF MENTAL DEFICIENCY 


Mentally retarded children are unable to perform at a level of 
complexity commensurate with their chronological BES: This Uns 
capacity is reflected in their play performance and in their social 


behavior. 


Play Performance 

An outstanding feature of the play of retarded children is ete 
inability to use toys appropriately. They show little Beene or 
the function of each toy and no inventiveness or variety in Its use. 
They do not see the potentialities inherent in toys and do not 
understand the purpose for which materials are peti They 
literally try to put square pegs into round eee hey oe try 
to load a gun at the wrong end or be unable to ügure ou ow to 
turn over the pegboard. They do not know how to pee the 
top of a baby bottle or how to turn a doorknob open t e: oor. 
Their failure to learn even simple tasks in the play situation is 
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significant. They show little profit from instruction and do not 
seem to learn from repeated demonstrations or from experience. 


Social Behavior 


In contrast to psychotic children, the mentally retarded do 
show an ability to relate to adults. In his play, the mentally re- 
tarded child seeks help from the therapist. He may want to sit 
on his lap or be taken up in his arms. Even if he does not use 
words, he vocalizes and his vocalization is meant as a social re- 
sponse. Moreover, it is appropriate to the situation, even if not 
to his chronological age; thus, a seven-year-old retarded child 
will roll a train back and forth and chant, “Bye-bye, choo-choo,” 
whereas this appropriateness is lacking in the psychotic. 

It is not easy to distinguish between the behavior of the men- 
tally retarded and the very immature. The distinction lies in their 
differential responses to the therapist’s effort to reach them. The 
immature child is a dissatisfied child and reacts to the therapist’s 
approach with further demands. Thus the immature child may 
want to take home the contents of the playroom, and he will not 
be satisfied with keeping only his painting or claywork. On the 
other hand, the retarded child is delighted with any little token; 
a piece of colored clay is valued as much as a doll. In general, the 
mentally retarded child behaves in a way that would be accept- 
able in a much younger child. His performance is appropriate to 
his mental age. 


MANIFESTATIONS OF PSYCHOSIS 


Childhood psychosis is marked by bizarre behavior, extreme 
self-insulation, language disturbance, aberrant reactions to physi- 
cal pain, and relentless insistence on the preservation of sameness. 
What follows is an elucidation of these abstractions in terms of 
observable playroom behavior. 


Bizarre Behavior 


The manner in which a child takes separation from his mother 
can give us a diagnostic clue. The psychotic child often evinces 
apathy in this situation, as though it has no meaning to him. He 
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is impassive and will follow anyone at all who takes his hand. 
Indeed, he does not differentiate between one adult and another. 
Alternatively, separation may represent annihilation. The child 
exhibits extreme panic: he does not just cling to mother; he 
cleaves to her. Non-psychotic children may also cry extravagantly 
on separation; however, their crying is goal-directed, and it di- 
minishes with reassurance. The psychotic child’s crying is un- 
modulated, animal-like. He does not respond to variations in 
approach. 

Once in the playroom, the psychotic child may remain fixed 
in one position, seemingly oblivious to the world around. He does 
not show signs of fear, nor shrink away when the therapist ap- 
proaches, but stands silently or rocks to and fro. Or, for no obvi- 
ous reason, he may collapse on the floor and roll about. 

His main concern in the playroom is with his own body. He 
handles his body as though it were not his. He shows no veneer 
of culture, masturbates openly, urinates publicly, and soils him- 
self without embarrassment. He may persistently eat nasal mucus 
or smear saliva on himself and others. | 

The psychotic child makes no distinction between edible and 
inedible objects but indiscriminately mouths anything; a may 
swallow sand, eat clay, and fill his mouth with trash. Non-psy- 
chotic children may also put chalk or sand into their mouths, but 
there is a difference; they spit it out in disgust or surprise. They 
may even tentatively try to swallow a small quantity, but they 
do not persist in this. eens 

The psychotic child makes no distinction between people and 
inanimate objects. He explores body parts as though they were 
things. He will use the therapist’s hand as though it were a han- 
dle; if he wants help in opening a door, he may drag the adult’s 


hand in the direction of the door, never looking at the adult’s face 


to note his reaction. He will not smile at the helping person, even 


in response to a smile, and he makes no gesture of thanks. 
Self-insulation 


The psychotic child is isolated 
a stranger among people, never int 


and unreachable. He walks like 
eracting with them, and exhib- 
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its only frozen indifference to success and failure, to warmth and 
friendliness. There is no change in his expression, no smile of 
pleasure or sigh of sadness, and no look of interest. He does not 
respond to overtures, friendly or threatening; he persistently 
fails to look up when he is addressed; and he even ignores the 
fact that the therapist may be leaving the room. 


Language Disturbance 


Language disturbance in the psychotic child ranges from failure 
to develop speech to extreme idiosyncratic use of words. The fol- 
lowing patterns are revealing: Even when he has speech, the child 
shows no interest in communication. When he talks, he uses 
phrases that are correct in structure but irrelevant to the situa- 
tion. His speech may consist of repetitions of parental prohibi- 
tions and warnings, such as “don’t touch” or “go away,” or of 
self-scolding phrases such as “bad boy,” or of references to butch- 
ered bodies and blood. When directly questioned, he may respond 
with parrotlike repetition of the question. 

Some psychotic children never use speech, as though they were 
deaf and dumb. They make no direct response to sound, regard- 
less of its intensity. However, in contrast to the deaf child, the 
psychotic child may react to sound indirectly, ceasing to vocalize 
when his name is mentioned or when his vocalizations are imi- 
tated. The diagnostic clue for the observer is the child’s reaction 
to the adult’s attempts to communicate with him. The psychotic 
child remains indifferent to urging and never tries to imitate the 
speaker’s facial expression or the movements of his lips. The lack 
of gesture is a diagnostically significant clue, since deaf children 
gesticulate freely and aphasic children inconsistently. 


Reaction to Pain 


Some psychotic children display aberrant reactions to physical 
pain; they do not communicate feelings of distress through the 
usual cultural outlets of crying or whining. It appears as though 
the psychotic child is insulated even against his own physiological 
reactions, since he will occasionally indulge in serious self-directed 


DIFFERENTIAL DIAGNOSIS THROUGH PLAY OBSERVATION 49 


violence; he may bang his head against the door, bite his tongue, 
pinch or punch himself—all this without a word of complaint. He 
may sit on a hot radiator till he blisters, cut his hand till it bleeds, 
or squeeze his fingers in a door till they are blue. His only reac- 
tion to his pain may be queer grinning or hollow laughter. Any 
attempt to offer sympathy to this sufferer will go unacknowledged. 


Insistence on Sameness 


The psychotic child’s insistence on the preservation of same- 
ness is reflected in ritualistic activities. In the playroom his be- 
havior is directed primarily to his own self in a stereotyped man- 
ner. He may twiddle a piece of string for an entire hour, session 
after session, or open and close a purse, twist his hair, pull his 
ear, or stick his fingers into a crack in the wall. With monotonous 
fascination he will spin a wheel, click a switch on and off, or turn 
a doorknob back and forth. He will attempt to force people and 
objects to remain unchanged and will demand that the therapist 
sit in the same chair in the same corner of the room for each ses- 
sion. He wants the very same toys every therapy hour and shows 
an uncanny memory for the kind and number of toys present in 
the playroom. He reacts violently to a broken toy or torn doll 
clothes, but his tears and tantrums stop abruptly when things are 
restored to their former condition. He will usually prefer to play 
with blocks and beads, arranging them in precisely the same 


patterns and sequences. 


SUMMARY 

This chapter offers criteria for obtaining a differential diag- 
nosis from observations of young children in play sessions. In 
their play, normal children show ease In rm personal rela- 
tions, delight in the use of play materials, wil E ed me sub- 
stitute outlets for primitive drives, and avoidance 0 extremes of 
affect. Neurotic children evidence excess of inhibition or aggres- 
sion. Brain-damaged children evince behavior characterized by 


hyperactivity perseveration, poor motor control, social ineptness, 
? 
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over-reaction to minutiae, and a variety of speech difficulties. 
Mentally retarded children show little awareness of the functions 
of toys and no inventiveness and variety in their use. The play- 
room behavior of psychotic children is marked by bizarreness, 
extreme self-insulation, language disturbance, aberrant reaction 
to physical pain, and relentless insistence on the preservation of 
sameness. This chapter elucidates these abstractions in terms of 
observable playroom behavior. 


5 


A RATIONALE 
FOR TOY SELECTION 


HILD therapists of different orientations make use 

of toys and play materials in the diagnosis and 
treatment of emotionally disturbed children. The rationale for 
this practice is the belief that play is the child's symbolic lan- 
guage of self-expression. Through the manipulation of toys, the 
child can show more adequately than through words how he feels 
about himself and the significant persons and events in his life. 


To a considerable extent, the child’s play is his talk and the toys 
are his words. : i 

If this assumption is true, then the kind of toys and materials 
found in the playroom are an important therapeutic variable. Yet 
in the literature there are very few guideposts to the proper equip- 
ment for, use in therapeutic settings. In many clinics, the play- 
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room looks like a junkyard, with an astonishing assortment of 
toys of various vintages, some of them marred and disfigured 
beyond use. New toys are amassed at random, with the therapist’s 
personal predilection being the decisive factor in their acquisition. 
The following “confession” by one writer will serve as an illustra- 
tion: “I suffer temptations in toy stores . . . and I have no dif- 
ficulty in persuading myself that a certain doll is just what I need 
for a certain four-year-old who has been getting along just fine 
without it” [26, p. 3]. 

With few exceptions [42, 43], the available literature deals 
with the problem of therapeutic settings and objects on the basis 
of intuition rather than investigation. Suggestions found in the 
literature are contradictory, with therapists of the same thera- 
peutic orientation offering diametrically opposed advice. Thus, 
one analytic therapist maintains, “It is important to have [in the 
playroom] as enticing and provocative an array of interesting 
things as possible” [1, p. 491]; while another therapist [26] of 
the same school thinks that therapy proceeds more effectively 
when the child is given only a few toys and is not absorbed in 
fancy materials and fascinating activities. According to her, a 
playroom can be furnished for about $2, and “any equipment 
beyond this is indulgence” on the part of the therapist. Another 
writer states: “A single box of modeling clay may be not less 
effective than a wide assortment of expensive equipment” [51, 
p. 240]. There is not even a consensus in the literature on the 
necessity of having a special room set aside and furnished for 
child therapy. Axline [2] thinks that, although such a room is 
desirable, it is not absolutely necessary. According to her, play- 
therapy can be carried out in a corner of the nursery or school- 
room. Other therapists [68, 71] think that no play-therapy, let 
alone group play-therapy, can be conducted in such restricted 
and impoverished settings. 

The literature is also replete with disagreements about the value 
of specific materials; thus, Fraiberg states that “a dollhouse and 
other such equipment can be used but are not necessary” [26, p. 
2], whereas Slavson emphasizes that “the center of activity is a 
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” 


dollhouse—with appropriate furniture and a series of dolls . . . 
(76, p. 157]. 

Clearly, a consistent rationale is needed for the selection of 
materials that contribute maximally to the process of child ther- 
apy. This chapter aims to formulate a theoretical framework for 
selecting effective toys and materials for play-therapy with chil- 
dren under the age of nine. 


THERAPEUTIC OBJECTS AND OBJECTIVES 


The aim of child therapy, as of all therapy, is to effect basic 
personality changes. Through relationship, catharsis, insight, re- 
ality testing, and sublimation, therapy brings about a new intra- 
psychic balance with a strengthened ego, modified superego, 
and improved self-image. The value of any toy, object, or ac- 
tivity in child therapy depends upon its contribution to the reali- 
zation of these objectives. In evaluating activities and materials, 
one should consider their effect on the inner processes of therapy. 
There are five major criteria for selecting and rejecting materials 


for child therapy. A treatment toy should— 


Facilitate the establishment of contact with the child. 


Evoke and encourage catharsis. 

Aid in developing insight. 

Furnish opportunities for reality testing. 
Provide media for sublimation. 


Tools for the Therapeutic Relationship 

ionship can be established and maintained 
only if the therapist understands the child’s communications. The 
assumption is that everything said or done by the child in the 
playroom has meaning and significance in his frame of reference. 
Yet it is not easy even for experienced therapists to understand 
all of the child’s play messages. Questioning the child about the 
meaning of his play is often worse than futile; it results in resist- 
ance and silence. Appropriate toys make it easier for the therapist 


A therapeutic relat 
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to understand the meaning of the child’s play. Thus, for example, 
children usually play out family themes by using dolls that repre- 
sent mother, father, and siblings. In the absence of such dolls, a 
child may symbolically play out family themes by using big and 
little wooden blocks. But the exact meaning of the message may 
escape the therapist. Banging two blocks together may represent 
spanking or intercourse, or it may merely be a test of the thera- 
pist’s tolerance for noise. Inserting a pencil into a pencil-sharpener 
may represent intercourse, but it may also mean that the pencil 
needs sharpening. However, when a father doll is put on top of a 
mother doll, the therapist has less room for misinterpretation. For 
the child, pencil and doll may be equally useful as a means of 
expression, but to the therapist they are not. The presence of a 
doll family enables the child to assist the therapist in understand- 
ing him. Some materials are superior for use in therapy because 


Children . . . play out family themes by using dolls that represent mother, 
father and siblings. 
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they give therapists tools for understanding the child, without 
diminishing the fluidity of his play or conversation. It seems rea- 
sonable to assume that a playroom with a variety of selected toys 
is more conducive to therapeutic communication than one filled 
with odds and ends of junk. 

Many therapists find it easier to structure therapy and to make 
contact with a child when the playroom contains materials whose 
very presence reflects permissiveness. Some toys and tools are 
associated in children’s experience with parental and sibling re- 
strictions and punishments. Many children have been scolded or 
spanked for messing with mother’s typewriter, fooling with broth- 
er’s flashlight, or playing with father’s tool kit. Nothing conveys 
permissiveness to these children more than the presence of such 
materials in the playroom for their own use. The writer can still 
recall the look of amazement on the face of an eight-year-old who 
exclaimed, “What! A typewriter for children!” Noise-making toys 
such as drums, pegboards, xylophones, air rifles, and cap guns 
serve the same purpose. They communicate loud and clear the 
adult’s basic spirit of tolerance. As one child said to his therapist 
during his first session, “You must like children; you let us make 
so much noise.” f 

If it is at all possible, every child should find in the playroom 
some toy, tool, materials, or activity refused to him in the past. 
Perhaps the case histories of clinic children should contain more 
detailed information on the child’s play deprivations and aspira- 


tions. 


Toys for Catharsis 

If there is one area in the field of child treatment where mis- 
t is in the area of catharsis. The com- 
ject their emotional needs onto 
e. It ignores the fact that play- 
lling qualities of their own. 


takes are most abundant, i 
mon assumption that children pro. 
any play materials is only half tru 
room materials have behavior-prope! i 
Some toys elicit the expression of children’s needs and problems, 


whereas others limit them. : 
Different toys, like different landscapes, evoke memories and 
? 
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desires of one sort or another, depending on the nature of the 
stimuli as well as on latent needs. The need to travel may be 
latently present in many people, yet it is pictures of pyramids and 
South Sea islands rather than of fireplaces and family picnics that 
evoke wanderlust. Sexual needs are ubiquitous, yet it is pictures 
of one sort rather than another that are likely to lead to libidinal 
fantasies and acts. 

By a wise choice of toys, the therapist augments his power to 
catalyze and control the play sessions. Materials determine di- 
rectly the choice of an activity and indirectly a connected chain 
of potential events. An activity once started leads to a more or 
less predictable sequence of behavior. Thus, beyond finger paint- 
ing lurk events that are likely to occur because of the nature of 
the materials and the activity. Finger painting is likely to stimu- 
late children. In the course of painting, they will get some paint 
on themselves, They will want to clean up then and there. In the 
process, they will splash water on themselves, the floor, and the 
therapist. Feelings will be heightened; there will be complaints, 
apologies, cautions, An awareness of the potentialities of the situ- 
ation enables the therapist to advance another step in the long- 
range plan for treatment. 

By the same token, if the therapist is not aware of the potential- 
ities of the material that he puts at children’s disposal, he runs the 
risk of the situation getting out of hand. For example: 


In one group water in pails was made accessible to children four and 
one-half to five and one-half years old. Because this gave them an 
opportunity to splash, pour it back and forth and throw it at each other, 
the children were soon in a state of near-panic. They threw paints, water 
colors, clay and other materials into the water and onto the floor, 
trampled on the mess, screaming at the top of their voices, pushed each 
other around. The children became quite uncontrollable and the 
therapist, unable to check them, had to resort to arbitrary restraint, 
thereby jeopardizing her role |73, p. 49]. i 


Such a chain of events largely determines the particular charac- 
ter of the therapeutic relationship. It determines whether the 
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therapist intervenes from choice or necessity and whether he must 
provide liberty or limits. The anticipated sequence of actions and 
reactions can be utilized to increase the specificity of treatment 
plans for children with different needs and symptoms. Since the 
nature of social interaction is drastically affected by variation in 
activities and materials, these variables can be manipulated to 
regulate the degree of mildness or wildness of the playroom. Spe- 
cific decisions will depend on each child’s nuclear needs and on 
the therapeutic intent, which is to help children achieve a healthy 
balance between acting out and self-restraint. 

Another misconception that is frequent among child therapists 
is the belief that all acting out has therapeutic value. It is true 
that catharsis in children almost always involves motility and act- 
ing out. Yet it cannot be over-emphasized that acting out per se 
has no curative effects beyond pleasure and release. Acting out in 
children does not usually lead to self-evaluation, recognition of 
motivation, guilt, and attempts to alter behavior. This is true for 
all persons with inadequate superegos, but it is especially true of 
young children, in whom a weak superego and strong narcissism 
make acting out just fun. This is one reason why acting out by 
young children has to be limited through therapeutic intervention. 
Acting out is of value only when it represents working out of in- 
ner difficulties. Knowing each child’s central problems and provid- 
ing relevant toys and tools is an important, though often a neg- 
lected, part of a therapist’s responsibility. y 

In planning for therapeutic catharsis, the therapist should fur- 
nish materials that elicit acting out related to the child’s funda- 
mental problems, and he should avoid materials that evoke diffuse 
hyperactivity. Thus, hyperkinetic, over-active, and brain-damaged 
children should not find finger paints or running water in the play- 
room, Such materials over-stimulate them and invite smearing of 
each other and the walls. And although such behavior may be 
highly pleasurable for children, it is psychonoxious in effect and 
leads to weakened inner controls and disorganization of personal- 
ity. These children need materials and activities that will focus 
rather than diffuse their flow of energy. Pounding pegboards, 
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building block houses, shooting rifles, driving nails, sawing wood, 
or constructing boxes may give form and direction to the disor- 
ganized urges of these children. Such activities expose the chil- 
dren to sustaining interests that call for concentration and coordi- 
nation. In an atmosphere of wise encouragement, the children’s 
frustration tolerance will be enhanced, and they will become able 
to focus energies on projects and goals, both in and out of the 
playroom. 

Fearful, fragile children should find in the playroom materials 
that can be handled without the aid of tools, such as water, paint, 
sand, play dough, dolls, chalk, and crayons. They need materials 
that will enable them to conceal what they do not want to reveal 
and to do and undo acts without detection and embarrassment. 
Thus, they can use clay for sculpturing or scalping, sand for 
building or burying, and paint for decorating or dirtying. Through 
these media they can state feelings one moment and erase them 
the next. Such materials allow children to commit acts that are 
reversible—acts that can be taken back, refined, and redefined. 
The reversibility of such media enables children to change the 
identity of their symbolic revelations at will and makes it safe for 
them to explore their inner and outer world. 


Materials for Insight 


Toys do not contribute directly to the achievement of insight. 
However, they do facilitate interpretations that help children to 
become more aware of themselves and their relationships with 
significant people. It is through this awareness that insight is at- 
tained. 

There will be occasions when it is desirable to prearrange the 
materials in the playroom so as to evoke a child’s habitual modes 
of reaction. In general, one should not aimlessly repeat within 
the playroom frustrations and deprivations that the child en- 
counters outside. But occasionally, frustrating situations may be 
planned in order to enable children to gain insight into the dy- 
namics of their behavior. When only one attractive gun is provided 
for three children, the probability is that conflict will occur. The 
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children’s heightened reactions in the conflict situation offer the 
therapist a chance to confront each child with his habitual, un- 
fruitful, self-defeating modes of reaction and to suggest more ef- 


fective ways of handling conflict. 


For example, David, aged six, is shooting the only cap gun in the 
playroom. Bill, aged six, hunts for another gun. Unable to find one, 
he approaches David, and without uttering a word, grabs his gun. 


Davin: Let go, it’s my gun! 

Birr: I want it. 

Davin: I had it first! 

Bır: I want the gun. 

They wrestle for the gun. 

Davin: Tell him it’s my gun! 

Turrapist: You had it first, and you don’t want Bill to take it away. 

Birr: I want it now. f 

Tuerapist: He has the gun, but you want it. 

Birr: Yeah! 

Tuerapist: You want the gun very muc 
to you for a while? 

Brit: No. 

Tuerapist: Ask him. 

Bru: (to David) I want the gun. Could you give it to me? 

Davin: No. I want to play with it. 

Tuerapist: (to Bill) Ask him if he could giv 

Brit: Could you give it to me a little later? 

Davin: Yes. 


h—did you ask him to give it 


Ask him in words. Maybe he'll give it to you. 


e it to you a little later. 


A few minutes later he hands him the gun. 


Bitzi: Thank you. 


Toys for Reality Testing 


From the moment he enters treatment, the child tests the reali- 
e reaction of the therapist, the re- 


sponse of his group mates, and the nature of the materials. A 


treatment room should be therapeutic in both its human relation- 
ships and its physical materials. The materials in the playroom 


are part of the reality against which the child tests himself. The 


ties of the setting. He tests th 
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frustrations and satisfactions encountered in handling them and 
the sense of power he acquires in mastering them have direct 
bearing on the child’s ego strength and self-image. The ego is 
strengthened and the self-image is enhanced by realistic success, 
whereas both are damaged by repetitive failure. Young children 
need encounters with reality as part of their treatment, but it 
must be a conditioned reality in which the toys, materials, and 
activities are so arranged as to suit the child’s changing powers. 
Accordingly, it is especially important that children who come to 
treatment with vast experience in defeat do not relive failure in 
the treatment setting. Children should not be supplied with ma- 
terials that are too difficult for them to operate. Too many play- 
rooms contain complicated mechanical toys that are hard to wind, 
guns that are difficult to load, and puzzles that are impossible to 
put together. Such play materials produce frustration and de- 
pendence, and they hinder the development of feelings of mastery 
and security. A playroom should contain materials of graded diffi- 
culty, which allow each child, regardless of handicap, to achieve 
some measure of success. Frequently a child with a long history 
of failure will discover that he has more ability in handling ma- 
terials than he has ever known. The consequent improvement in 
self-image may mark the beginning of therapeutic improvement. 

Materials and activities can contribute to the development of 
a realistic social outlook. Axline asks the pertinent question: “Tt 
play-therapy is an experience in self-exploration . . . how does 
the child learn to expand beyond his self-centeredness to a recog- 
nition and appreciation of others?” [7, p. 622]. In order for play- 
therapy to be an experience in social learning, children should be 
provided with situations and materials that demand exploration 
of others as well as themselves. Most children, at certain times in 
their therapy, should be exposed to peers, resistive materials, and 
planned scarcity of tools, so that they can test themselves in rela- 
tion to social actualities. A setting that intentionally provides one 
jigsaw for three children who work with wood is likely to create 
frustration and conflict. The child who is driven to grab, and 
knows no better way of achieving his object, is helped by the 
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therapist to substitute, in place of direct action, more socialized 
techniques of compromise and cooperation. The therapeutic gains 
in such a setting will be greater than those where materials are 
provided plentifully and indiscriminately. 


Media for Sublimation 


One of the important objectives of psychotherapy is to help 
children develop sublimations that are compatible with society’s 
demands and mores. Our culture does not give children much 
choice about relinquishing infantile gratifications. Children are 
forced to give up interest in primary processes as early as possible. 
Children are strictly forbidden to handle body products, and even 
the desire to do so is prohibited. This task is usually accomplished 
by punishment, which leads to repression. It is of the utmost im- 
portance in therapy to offer children opportunities to enjoy for- 
bidden pleasures in acceptable, substitute ways. Since a “small 


and the playmates make it dificult 


The friendly adult, the enchanting toys, 
for children to remain withdrawn. 
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child’s imagination makes urine of every fluid and feces of every 
messy substance” [9, p. 24], sand, water, paint, and clay provide 
excellent means of sublimating urethral and anal drives. No play- 
room for small children is complete or adequate without such ma- 
terials. Enuretic children should be given paint and running 
water, encopretic children mud and brown clay. Children who 
play with fire should have cap guns, sparklers, and flashlights. 
All children should find in the playroom miniature utensils for 
cooking and serving meals to sublimate oral needs, dolls that can 
be dressed and undressed to sublimate sexual needs, and punch- 
ing bags, targets, and guns to sublimate aggressive drives. Each 
child should have the opportunity to express his needs symboli- 
cally in a great variety of ways, according to his changing capaci- 
ties. A child should be led to express anger by punching dolls and 
destroying clay figures, as well as by composing critical poems 
and writing murder mysteries. The lack of adequate outlets in the 
playroom may impede the emergence of more mature means of 
sublimation. The therapy setting must provide materials that al- 
low growth in the repertory of self-expression. 


SUMMARY 


This chapter presents a consistent rationale for selecting toys 
that contribute maximally to the process of play-therapy. A de- 
sirable treatment toy facilitates the establishment of contact with 
the child, encourages catharsis, aids in developing insight, fur- 


nishes opportunities for reality testing, and provides a medium 
for sublimation. 


6 


THE PLAYROOM AND 
THE ACTIVITY ROOM 


HE previous chapter offered a theoretical frame- 
ci for the selection of toys in play-therapy. This 
chapter discusses the desirable physical dimensions of the play- 
room and describes various play materials deemed useful in work 
with young children (ages three to nine) in individual and group 
play-therapy. It also describes the setting and materials deemed 
appropriate for psychotherapy with older children (ages nine to 
thirteen). 

The physical setting is of utmost importance in child therapy. 
This fact is not always appreciated by therapists who work pri- 
marily with adults in verbal treatment. A playroom that is too 
small forces children to be in too close proximity with other chil- 
dren and with the therapist, a fact that causes frustration and 
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irritation. Forced propinquity engenders hostility and intensifies 
defenses: in cramped quarters isolated children withdraw further 
into themselves and aggressive children attack others. A very large 
playroom is also undesirable; a big room invites wild running and 
rough play in aggressive children and permits withdrawn chil- 
dren to avoid contact with the therapist and the group members. 

A playroom should be neither too small nor too large. In the 
writer’s experience, a room of 150 to 200 square feet is adequate 
for individual play-therapy, and a room of 300 to 400 square feet 
is desirable for group play-therapy. The playroom should be 
soundproofed to protect the confidentiality of the child’s words 
and actions, and also to prevent playroom noises from interfering 
with other activities of the agency. A 

In planning a playroom, no effort should be spared to minimize 
the possibility of physical injury to children. The room should be 
well lighted, and should have small windows and no glass doors. 
Windows, lights, and one-way-vision mirrors should be protected 
with wire mesh. The walls should be sturdy and readily repaint- 
able, the floor waterproofed and unwaxed. The furniture in the 
playroom must be functional and strong enough to withstand very 
rough handling. 

It is desirable to have at least two tables in the playroom: a 
long rectangular table and a round table that seats about five 
children. The dollhouse and the puppets can be displayed on the 
long, low table, which then serves also as a stage for puppet shows. 
The round table (covered with oilcloth) can be used for finger 
painting, clay play, etc. Every playroom should be equipped with 
a large blackboard fastened to the wall. Standing blackboards 
should be avoided, as they tip over when children lean against 
them. The blackboard should be equipped with large-sized chalk. 

A sink with running water is most desirable. However, as a pre- 
cautionary measure, outside the playroom there should be an 
easily accessible way of turning off the water when, because of 
therapeutic or extrinsic reasons, water play is counter-indicated. 
The faucet should be the kind that stops the water flow when the 
handle is released. 
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Climbing Equipment 


Children’s urges for free motility are frequently frustrated by 
parents who are overanxious about their children’s safety. Re- 
straints on motility usually start very early in a child’s life. The 
infant may be restrained from standing in his carriage, the toddler 
is not allowed to climb stairs, and the baby is not permitted to 
run around the living room. It is important that the playroom have 
facilities that permit assertive activities such as running, climbing, 
and jumping in a setting of psychological security. Every play- 
room should have a fireman’s gym or a three-way ladder or a 
sturdy cabinet. One of the most valuable tools in the writer’s 
playroom is a tall cabinet on which children climb, jump, or run; 
they also swing on its doors, hang from the top by two hands or 
one hand or one finger, depending upon their capacity and secu- 
rity. It may take a small child months before he can reach the 
top. During this time he has been testing himself against the tow- 
ering heights and experiencing fear, determination, and growing 
mastery, until he finally manages to climb this particular “ladder 
of success.” 

The cabinet also serves as a hiding place for children who need 


to isolate themselves temporarily from the group. Occasionally 


small children climb into the cabinet and use the shelf as a bed. 


Dollhouse 

or small children should have a spacious doll- 
hed and peopled with dolls depicting a 
d babies. The dollhouse should be of 
hildren will be able to carry it from 
the table to the sandbox or the floor. To withstand rough han- 
dling, the furniture should be of sturdy wood and not of brittle 
plastic. The family dolls must be proportionately scaled in size 
and must fit the furniture. A bendable rubber-doll family repre- 
senting father, mother, brother, sister, and baby is recommended. 
Stationary family figures are often frustrating to children because 
such dolls do not lend themselves to easy manipulation. The wired 


Every playroom f 
house appropriately furnis 
male, a female, children, an 
lightweight wood so that the c 


66 GROUP PSYCHOTHERAPY WITH CHILDREN 


flexible figures can be twisted and turned and made to assume al- 
most any position that the child desires. Drinking and wetting 
baby dolls and large and small nursery bottles should be part of 
the dollhouse corner. 

The treatment accorded by the child to parent and sibling dolls 
gives the therapist important clues to understanding the child’s 
problems. The therapist can observe the child’s main targets of 
hostility and affection; he can see which members of the family 
are “accidentally” or openly thrown out of the window or off the 
roof, and he can note which are the child’s favored figures. The 
sleeping arrangements in the dollhouse may be of particular in- 
terest to the therapist. Does the child put mother and baby in one 
bed, while father is put in another? Are the brother and sister 
placed together, while baby is left out of the house altogether? 
These play patterns give the therapist a clearer picture of the way 
the child perceives his world. 

Some therapists prefer to have amputee dolls in the playroom. 
These dolls are so designed that a child can express hostility by 
detaching their heads and limbs. In the writer’s experience, how- 
ever, such play may arouse too much guilt in some children. If 
amputee dolls are used at all, they must be so constructed that 
the detached parts can be easily restored to their places, thereby 
permitting alleviation of the child’s guilt. It should be added that 
inexpensive dolls lend themselves to easy mutilation but not to 
easy restoration, while a usable amputee-doll family is beyond 
the budget of most clinics ($45). 


Toy Animals 


Animal toys, especially those depicting wild animals, serve an 
important function in play-therapy. In the initial phase of ther- 
apy, some children find it difficult to express aggressive feelings 
against people, even through the make-believe world of dolls. 
They do, however, allow themselves to commit aggressive acts 
against (or through) “bad” animals. Thus, some children do not 
dare to shoot at a father doll but are not afraid to slay a lion. 
They may be too frightened to drown a brother doll but not a 
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baby bear. Other children express their hostility through the toy 
animals; they make them commit all kinds of atrocities. An alli- 
gator is made to swallow the despised sister and a tiger to slay the 
hated father. By shifting responsibility to the wild animals the 
child can express his own feelings in safety. As therapy goes on, 
it is expected that these children will own up to their feelings 
and express them in a more direct manner. 


Transportation Toys 


Cars, trucks, boats, and airplanes are sometimes used by chil- 
dren to represent family figures in disguise. For example, Axline 
tells of a six-year-old boy sailing a boat in the sandbox and talk- 


thinks he’s so important. . . . ¢ And this old Mommy boat. She’s 
always right. They don’t neither of ’em think the little boy boat 
knows anything” [4, p. 158]. These toys should be available in 
the playroom in different sizes to facilitate their use as parental 


and sibling symbols. 


Water Play 

Of all playroom materials, water seems to be the most effective 
therapeutic substance. It holds a magic fascination for children. 
Young children can spend hours at a foamy basin, pouring water, 
blowing bubbles, squeezing sponges, washing, soaking, and rins- 
ing anything that can be immersed. Materials for water play are 
inexpensive, readily available, therapeutic in effect, and a delight 
for children; yet very few play-therapists make full use of them. 
There seems to be some resistance on the part of therapists to 
children’s free use of water. The resistance may stem from real- 
istic dislike of the anticipated clean-up job or from visceral dis- 
t due to childhood restrictions against enjoyment of messy 
play. In either case, the therapist may need some help. 

A significant therapeutic advantage of water play is that it en- 
ables even the meekest of children to experience a sense of ac- 
complishment. Water play does not require special skills. The 
materials make so little demand and offer so little resistance that 


comfor 
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every child can manipulate them to his heart’s content. A child 
can splash or make waves or hold a doll under the water. To con- 
stricted children who come from homes in which cleanliness is 
ahead of godliness and dirt is worse than sin, water play offers a 
chance to indulge in the denied privileges of infancy. 


Easel Painting and Water-coloring 


Easel painting and water-coloring are unique media of emo- 
tional expression for constricted children. Children who are afraid 
of direct contact with messy materials find in water-coloring and 
easel painting outlets that do not threaten their defenses. When 
they use a brush that permits messing in a controlled form, these 
children are not forced to admit their desire to get dirty. Painting 
and coloring allow children to take the first step toward guilt-free 
expression of feelings and desires. These media also afford the 
security of anonymity; the young painters can achieve release 
without revealing the nature of their inner problems. Thus, chil- 
dren can use colors that resemble body products without admitting 
preoccupation with the forbidden subjects. Only after much in- 
dulgence in safe smearing with brushes do some children feel free 
to use messier materials, such as clay and finger paints. 

Over-active and aggressive children, however, are unable to 
utilize painting for release of anxiety. For them, painting serves 
as an energizer that heightens tension and stimulates acting out. 
Crayons, chalk, and colored pencils, which demand focused at- 
tention, may be the better media for these children. 


Finger Painting 


The need to mess—an extension of the repressed desire to ex- 
plore body products—is common among young children. Finger 
painting provides a suitable medium for the satisfaction of this 
need. The main asset of finger painting is the ease with which it 
allows children to translate feelings into color and movement. The 
direct contact with the soft substance stimulates a free flow of 
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fantasy production, even from the over-controlled. Clinical expe- 
rience indicates that finger painting encourages spontaneity in the 
inhibited but that it is not suitable for the over-active. Aggressive 
children tend to become over-animated by finger painting and in- 
dulge in frenzied smearing of themselves and their group mates. 
For this reason, finger painting is counter-indicated for uninhib- 
ited, hyperactive children. 


Clay Play 


Clay is another material of special significance for young chil- 
dren. It provides them with outlets for both creative and destruc- 
tive urges. Clay lends itself to random manipulation and to the 
formation of accidental objects that frequently lead to planned 
creative activities on the part of the child. Five-year-old Bill rolled 
a ball of clay and then tore it to pieces. He picked up one chunk, 
saying, “It looks like a snake. I’m going to make a ‘rattler.’ ” He 
spent the next ten minutes working on his project with great con- 
centration, elaborating on details and talking about his fantasy 
encounters with poisonous reptiles. 

Clay, more than any other material, enables children to com- 
municate dramatically their hidden curiosity about body shape, 
body products, and genital parts. With clay, the children can 
present in a visible form their conceptions and misconceptions of 
parents, siblings, and the eternal enigma of the differences between 
the sexes. 


Clay can be beneficially used by all children: the aggressive 


and the inhibited, the gifted and the dull, the social and the with- 
drawn. Aggressive children use clay to punch and to pound, thus 
venting hostility ordinarily directed against people. Clay requires 
no intermediary; fearful children need not cope with a forbidding 
tool but can gently pat and mold the substance directly, gaining 
a sense of accomplishment from their imprint on the pliable ma- 
terial. Children who feel inadequate gain self-esteem when they 
make objects that are valued by group mates; they learn to real- 


ize that they, too, have worthwhile abilities. 
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Block Play 


A common source of friction between parents and young chil- 
dren is “accidental” destruction of property. Children are con- 
stantly cautioned against damaging things and are frequently 
spanked and scolded for breaking household goods. 

One of the assets of block play is that it enables children to 
build and destroy without dire consequences. Blocks lend them- 
selves to a rapid sequence of construction, wrecking, and rebuild- 
ing. The aggressive child can demolish a block building over and 
over again, thus learning from his own experience that his aggres- 
sion is not catastrophic. The neurotic child can discover that his 
inner impulses may be discharged into the environment without 
dooming him; thus he need not be so rigidly suppressed. Both the 
aggressive and the inhibited learn safe outlets for their pent-up 
emotions. 

Another advantage of blocks is that they are rarely threatening 
to a child, even when he is exposed to them for the first time. This 
is in contrast to paint and clay, which some children at first con- 
sider too “messy” to play with. 

Blocks enable all children, regardless of intelligence, to achieve 
satisfaction in creation. A dull child may erect a structure merely 
by piling one block on top of another, whereas a gifted child may 
construct as complex a composition as his ingenuity will allow. 


Puppets 


Puppet play is a popular medium of expression in child therapy; 
it affords children a safe channel of communication. The anonym- 
ity of the puppets allows children to express ideas and feelings 
freely. What a puppet says is his responsibility, not the child’s. 
Through the talking puppets, children reveal their hostile and 
tender feelings toward parents and siblings. Beside family pup- 
pets, it is desirable also to have an alligator or wolf puppet to 
evoke aggression and a fairy puppet to bring out wish fulfillment. 
Frequently children identify with the puppets. As twelve-year-old 
Tom explained: “I am the puppets and the puppets are me. . . . 
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I give out just what occurs to me at the moment. . . . You just 
let yourself float away and you change into the puppets” [2, p. 
44]. 


Aggressive Toys 

Some therapists object to the use of aggressive toys in play- 
therapy. “Dart games, guns and other such weapons are found to 
be quite unnecessary and besides they are hard on the caseworker” 
[26, p. 2]. Even “in periods of only usual activity . . . the skill 
of the therapist must rest heavily on his ability to successfully 
dodge these missiles” [26, p- 35]. In the writer’s experience, toys 
designed to express aggression have a useful function in therapy. 
However, they must be chosen with care. Bows and arrows, steel 
darts, metal fencing swords, and other sharp or pointed weapons 
have no place in a playroom because they are not safe. However, 
air guns, cap guns, rubber knives, punching bags, and pounding 
boards provide direct channels for expressing hostility harmlessly. 
Noise-making toys such as drums and xylophones, and “fire toys” 
such as flashlights and sparklers are also used by children for non- 


destructive expression of aggression. 


Housekeeping Equipment 
Unbreakable tea dishes, some pots and pans, and cleaning sets 
utensils. A miniature stove, refrigerator, 


are necessary playroom e 
1. Most of the household equipment can 


and toaster are also usefu 
be purchased inexpensively in a dime store. 


Sand 


The sandbox is one of the centers of activity in the playroom. 
To be easily accessible to small children, the box should be placed 
not on a table but on the floor. It should have ledges around it to 
serve as seats for children and as shelves for toys. The sandbox 
should have a shovel, a pail, a sieve, and a funnel. 

Sand, like water, lends itself readily to constructive and de- 
structive play. It becomes anything the child’s imagination makes 


of it. The sandbox becomes a desert, a swamp, a jungle, or a sea; 
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and the sand can be water, snow, gravel, or quicksand. Bridges are 
built and bombed, and mountains rise and fall. In a few minutes 
a child can dig a moat and sail a boat, and in the next moment he 
may destroy dams and demolish castles. 

Children usually like to pour water into the sandbox, and it is 
for the therapist to decide how much water the sandbox can safely 
absorb. It is best to control this situation by limiting in advance 
the supply of water available in the playroom. Children also like 
to pour paint into the sandbox. This activity may have to be lim- 
ited from budgetary considerations. A small basin in which chil- 
dren can pour water, paint, and sand may help solve this problem. 
When several therapists use the same playroom, each must make 
sure that the sandbox does not become a lake—except in the 
child’s imagination. 


Chronological Age and Communication Symbols 


The play equipment recommended for psychotherapy with 
young children consists for the most part of miniature toys and 
of soft pliable materials (water, sand, paint, clay) that can be 
handled without the use of tools. These materials enable young 
children to express and sublimate forbidden urges and to rehearse 
and resolve familial and interpersonal relations.’ However, such 
materials lose their effectiveness for children entering their teens. 
For older children, baby bottles, family dolls, and similar toys 
cease to serve as means for catharsis or as symbols of communi- 
cation. On the contrary, such toys become psychonoxious in ef- 
fect; they tend to induce resistance against regression and to 
increase defensiveness against revelation of the unconscious. In 
a study on “Age and Suitability for Non-directive Play Therapy,” 
Lebo states: “The sight of ‘baby’ toys dissuades 12-year-olds 
from speaking. They seem to feel such toys are beneath them 
and that the playroom is not theirs” [42, p. 236]. And Dorfman 
observes: “A young adolescent may be quite humiliated at finding 

1 Slavson uses the phrase “libido-evoking materials” for “objects that evoke 


expression of oral, anal, urethral, sexual and interpersonal confusions and 
preoccupations” [76, p. 157]. 
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himself compelled to occupy a room where everything is in minia- 
ture” [21, p. 265]. She suggests: “Perhaps it would be better to 
allow those of approximately eleven years and over to choose be- 
tween the playroom and an office, after inspection of each” [21, 
p. 265]. 

Dorfman’s suggestion does not offer a solution for many chil- 
dren who are too old to utilize play-therapy and too young to 
sustain interview-therapy. In fact, most children between the 
ages of nine and thirteen have genuine difficulty in communicating 
emotional conflicts either verbally or through miniature toys. 

The solution lies in discovering materials and equipment that 
would provide channels for relationship, catharsis, reality testing, 
and sublimation that are appropriate for older children. Most of 
the older children accepted for treatment in guidance clinics fall 
into one of two categories: the over-inhibited and the acting out. 
The over-inhibited are children who, according to their manifest 
behavior, can be described as withdrawn, submissive, fearful, shy, 
isolated, uncommunicative, inarticulate, over-compliant, con- 
stricted, meek, and emasculated. The greatest affliction of these 
children is social isolation, and their greatest need is the oppor- 
tunity for free, safe, and respectable interpersonal communication. 
The acting-out children are those who, in their manifest behavior, 
can be described as tense, restless, hyperactive, impulsive, aggres- 
sive, provocative, domineering, verbose, rebellious, and dis- 
obedient. Their greatest defect is their proneness to discharge 
emotional stress in physical acts, and their greatest need is for 
diminution of inner tensions and enhancement of controls. 

Inhibited children usually prefer quiet and safe activities in 
therapy, whereas the therapeutic aim is to lead them to more vig- 
orous forms of expression. The acting-out engage in boisterous 
and destructive activities, whereas the therapeutic objective is to 
lead them to more focused and more modulated forms of expres- 
sion, The therapy setting must contain activities and materials 
conducive to development of controls in the over-active and spon- 


taneity in the over-inhibited. 


For a clinically selected number of older children, Slavson orig- 
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inated activity group therapy.” The materials supplied in these 
groups include “hammers, saws, wood of various sizes, clay, water 
colors, copper and pewter dishes, appropriate molds for making 
ashtrays and large sheets of paper [and] . . . equipment for the 
cooking of simple refreshment” [76, p. 145]. 

In the writer’s experience, these materials have proved more 
appropriate for inhibited than for aggressive children. Painting, 
model building, woodwork, leatherwork, and similar activities 
provide fearful and withdrawn children with safe channels of 
communication and socialization. Aggressive youngsters, how- 
ever, find it difficult to accept such activities as substitutes for 
direct acting out. They fail to use the equipment for its purpose; 
they turn all tools into torpedoes and all materials into missiles. 

The writer’s observations have led him to conclude that pugna- 
cious children who thrive on turmoil and tension find it difficult 
to bring themselves under control in the traditionally equipped 
room. They need a therapy setting that allows for safe and re- 
spectable expression of aggression. A therapeutic setting that does 
not provide them with absorbing substitutes for aggression only 
leads to uncontrolled acting out and to further disorganization of 
personality. 


A group that met in an office building almost tore down the place 
during the first few months. The boys invaded the dozen or more 
private offices, ransacked desks, appropriated candy, toys, and other 
objects, pulled telephone plugs, shouted profanities into dictaphones, 
clogged toilets, broke the panes of glass in doors and windows, hid 


papers and window poles, scratched walls and burned paper and wood on 
the floors [71, p. 226]. 


In the course of searching for a solution to the problem of ag- 
gressive older children, the writer and his colleagues have devel- 


? For prepubertal children Slavson offers four different types of therapy 
groups: (1) “activity group psychotherapy,” (2) “transitional groups,” (3) 
“play group psychotherapy,” and (4) “activity-interview group psychother- 
apy” [74, p. 280]. 

3 Slavson calls such materials “libido binding”: they serve to arrest the 
interests and energies of children during their activities [73, p. 265]. 
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oped an activity room that has proved to be an effective therapy 
setting for both aggressive and inhibited boys. It contains, in ad- 
dition to traditional materials recommended by Slavson, a variety 
of penny-arcade machines, such as rifle galleries, table bowling, 
and boxing machines. 

The great value of these machines is that they provide thera- 
peutic media appropriate for older children. The machines are 
neither too difficult nor too easy to operate; thus they constitute 
a challenge, but not an insurmountable obstacle, to older children. 
Each machine is chosen with a specific therapeutic purpose in 
mind. A boxing machine provides energetic boys with a much- 
needed chance to use their muscles vigorously. Some of these 
children, who in the past expressed themselves by annoying group 
mates, find in the machine a means of showing their might with- 
out infringing on the rights (and bodies) of others. The machine 
records the strength of each boxing blow, a fact that motivates 
the boxers to further efforts. However, after ten minutes of box- 
ing, even an aggressive child feels exhausted and ready to engage 
in more sedentary activities. The boxing machine is of special 
importance to anxious and fearful children who happen to pos- 
sess physical strength. Their powerful punch, reflected publicly 
in high scores on the electric panel, does not fail to make an im- 
pression on themselves and their group mates, conferring unex- 


pected recognition upon them. i è 
he timid and the aggressive with 


A rifle gallery provides both tt 
safe outlets for hostility. It allows the fearful child to stay away 
from threatening group activities while offering him a target for 
repressed hostility. It allows the hostile child to discharge aggres- 

ated and without interfering 


sion without becoming over-stimul i : 
with other group members. The hyperactive child finds in the 


shooting gallery an activity that demands the utmost attention 
and focus. Since his hits and misses are electrically recorded, he 
is motivated to even greater concentration. The impulsive child 
learns to postpone reactions when he sees that better results can 


be achieved with concentrated effort. PE 
An electric bowling table has an especially socializing effect on 
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adolescents, because as many as six can play at the same time. It 
involves taking turns, obeying rules, evaluating outcomes, giving 
and taking advice, learning from experience, perfecting skills, and 
achieving success. Even an isolated child cannot resist for long an 
invitation from group mates to join such an interesting enterprise. 
The game allows children who cannot sustain close contact to be- 
come a part of the group without having to go beyond their depth 
in personal relationships. 

These machines are of special value to children who are too 
suspicious or too fearful to relate directly to an adult. The games 
enable them to play by themselves and to relate to other children 
and the therapist when they are ready. The fact that these ma- 
chines minimize failure and almost guarantee success relieves boys 
temporarily of their fears and suspicions and allows them to par- 
ticipate in the group. For the same reason, the machines have a 
salutary effect on children whose self-image is damaged and who 
therefore expect nothing but defeat. Such children are apathetic 
toward the usual materials and activities; they spend many hours 
wandering aimlessly about the room. However, their interest is 
aroused and challenged by the electric games; they react with 
interest and sustained efforts. Practice usually brings increased 
skill that is reflected not only in higher scores but in increased 
self-confidence. Many of these children discover that they possess 
skills that they never suspected. One boy remarked: “All this time 
I was an expert shot and didn’t know it.” The consequent enhance- 
ment of self-image may be the turning point in therapy. 

Belligerent teenagers who are unable to participate peacefully 
in ordinary group activities play these machine games in a com- 
paratively mature manner. Even markedly impatient boys will 
exhibit a surprising frustration tolerance while waiting for their 
turn to punch the dummy or to shoot the electric rifle. Impulse 
control is promoted by the emergence in the group of what Slav- 
son [71, p. 153] has termed “a primary group code.” * The boys 

+“... Though not conceptualized, formulated or codified, groups arrive 


at a basic perception or recognition of the aims of the group and its proce- 
dure” [78. p. 57]. 
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themselves see to it that the law is enforced and that potential 
lawbreakers play “according to the rules.” Only on rare occa- 
sions does the therapist have to state: “We play according to the 
rules of the game.” 

The machines are necessary primarily during the initial phase 
of treatment; subtly and successfully they direct the children’s 
aggression from people to objects. In due time the children’s ag- 
gression subsides, their security increases, and their interest turns 
toward group members and the therapist. 

A few words are necessary about the physical setting of the 
activity room: the room should be large enough to contain play 
machines, tables, workbenches, and cabinets and to provide free 
space for six teenagers. Slavson follows “the empirical formula 
that the activity room should be five times the area of the furniture 
necessary for work” [71, p. 51]. Schiffer suggests that a room of 
about 600 square feet is optimal in size. The following furniture, 
facilities, and materials are suggested for the activity room: a 
rectangular table 7 by 3 feet, an “isolate” table 3 by 2 feet, a 
round table to seat at least seven persons, a woodwork bench 
with two vises, a cabinet for supplies and for storing unfinished 
projects, and a pegboard for tools. There should be hammers, 
nails, saws, clamps, files, planes, etc., for woodwork; wooden 
mallets and ashtray molds for metalwork; tools for leathercraft; 
and a typewriter and paper. Slavson recommends that equipment 


for cooking and serving light meals also be provided. 
ded with materials for sewing, 


Girls’ activity groups are provi wi 
knitting, weaving, basketry, beadwork, leatherwork, and similar 


crafts. For a comprehensive description of activity groups, the 
reader is referred to Slavson’s Introduction to Group Therapy 


[71]. 


SUMMARY 

hapter discusses the desirable character- 
describes various play materials deemed 
h young children (ages three to nine). 


The first part of the c 
istics of a playroom and 
useful in play-therapy wit 


78 GROUP PSYCHOTHERAPY WITH CHILDREN 


The effects on children of a large and of a small playroom, the 
desirable dimensions of a playroom, and the necessary furniture 
are described. Recommended playroom supplies include a doll- 
house, family dolls, toy animals, transportation toys, aggressive 
toys, hand puppets, housekeeping toys, and materials for water 
play, for easel and finger painting, and for clay and block play. 
The usefulness of each of the materials is evaluated. 

The second part of the chapter describes an activity room with 
furniture, facilities, and materials deemed suitable for therapy 
with older children (ages nine to thirteen). Recommended equip- 
ment includes penny-arcade machines (rifle galleries, table bowl- 
ing, boxing machines) and materials for woodwork, metalwork, 
leatherwork, and similar crafts. Girls are provided with materials 


for sewing, knitting, weaving, basketry, beadwork, leatherwork, 
and similar activities. 
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THE THERAPY HOUR 


LAY-THERAPY presents many technical problems 

Pia call for immediate decisions—decisions that de- 
termine to a large extent the therapeutic process and results. The 
aim of this chapter is to propose some solutions for problems 


likely to arise during the course of treatment. 


Initiating Treatment: The Adult’s Responsibility 


One important issue to be faced and decided upon by every 
play-therapist is the child’s right to accept or reject treatment. 
Some therapists maintain that the decision should be left entirely 
to the child. Moustakas states: “Tt is especially important .. . 
that the child himself decide whether or not he wishes to come to 
the playroom. Whatever decision the child makes is accepted by 
the therapist” [54, p. 13]. And Lippman suggests that the thera- 
pist should tell “defiant and hostile” youngsters that “he recog- 
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nizes that they do not want to be helped and that they are angry 
and hurt at being forced to come to the clinic . . . and that the 
study can be dropped whenever they wish it” [49, p. 48]. 

The decision to receive or reject psychotherapy, like decisions 
concerning medication and vaccination, should not be left to the 
child but to the adults responsible for the child. An issue of such 
importance cannot be resolved in the naive spirit of maintaining 
respect for the child’s freedom of choice at all costs. Little children 
cannot make wise choices in matters that are beyond their ken. 
Allowing the child a choice in entering treatment implies also a 
recognition of his right to discontinue treatment at will. In reality, 
a child does not enjoy such a privilege. A child hardly ever refers 
himself for psychotherapy, nor is he responsible for his continu- 
ance or discontinuance in treatment. He is brought to the clinic 
because the parent, the school, or the court find his behavior or 
symptoms worrisome, and he remains in therapy only as long as 
the adult authorities see a need for it. Thus, for the therapist to 
ask a child whether or not he wishes to enter therapy is to ignore 
the limitations of the child’s reality. 

Regardless of orientation, however, every therapist must have 
predetermined policies that can be put into effect when he first 
meets his child clients. The therapeutic process begins in the 
“here and now” of the waiting room, and a step in the wrong di- 
rection may lead to blind alleys. 


Problems in the Waiting Room and Some Solutions 


Tt is ten o’clock Monday morning, and there is a four-year-old 
boy in the reception room waiting for his first play session. The 
therapist is ready to radiate warmth and acceptance and to es- 
tablish rapid rapport. However, the child seems unwilling to meet 
him, even halfway. With face buried in mother’s lap and with 
arms around mother’s waist, he proclaims a symbiotic sit-down 
strike. The therapist faces his first psycho-logistic problem: how 
to lead a child to the playroom with a minimum shedding of 
blood, sweat, tears, or other fluids. The sensitive therapist under- 
stands the child’s feelings in the strange situation; he genuinely 
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empathizes with his fear of new places and new people and with 
his dread of separation from mother. He anticipates with sympa- 
thy the scene of separation between mother and child, and he is 
neither surprised nor embarrassed by the vigor of their reactions. 
He does not expect anxious mothers and frightened children to 
act “according to Hoyle.” He knows that the child may cry, re- 
fuse to leave mother, decline to enter the playroom, or demand 
that mother come with him; or that mother may cry, hold on to 
the child, or seek to stay with him in the playroom. 

When the therapist meets the child for the first time, he greets 
him with a brief hello, dispensing with formal introductions and 
social amenities. He does not comment about the weather or about 
how nice it is to get acquainted. He does not describe to a tearful 
child the “wonderful” toy room, nor does he ask him if he would 
like to come to the playroom. The therapist assumes the respon- 
sibility for leading the child to the playroom by saying to mother, 
“Johnny and I are now going to the playroom.” He extends his 
hand to the child, and off they go. More often than not, the child 
will enter the playroom under his own power. 

If the young child cries and clings to mother, the therapist may 
ask mother to take the child to the playroom or he himself may 
pick the child up in his arms and carry him there. His tears and 
tantrums will be accepted, and his hurt feelings will be reflected: 
“You are angry because I took you away from mother. You don’t 
like to be treated that way. You don’t want to be here. You want 
to be with Mommy. You want to be with her right now. But we 
stay in the playroom until time is up.” 

When the therapist has to lead several young criers for a group 
session, it is best to ask the mothers to come to the playroom. The 
children will follow, and the mothers will leave immediately. The 
therapist may have to sit at the door to prevent the children from 
leaving the playroom, and while doing so, he will reflect the angry 


feelings of his little captives. 
It seems superfluous to add that these procedures should never 


become routine nor be carried out without the utmost sympathy 
for the child, his sufferings, and his struggles. However, the child 
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must come to the playroom. The therapeutic process can be ini- 
tiated only when the therapist and the child are in a setting that 
enables them to establish a relationship. It is acknowledged that 
separation from mother will increase the child’s anxiety for the 
moment. However, the child’s experience in the playroom during 
the next several sessions will convince him that the therapist is a 
non-threatening and friendly adult. Parents are frequently sur- 
prised at the change in their child’s attitude toward therapy. They 
report that the child asks to be taken to the playroom and reminds 
them of the appointment day. 


Preparation for Separation 


Mothers of young children play an important role in the drama 
of separation at the child’s introduction to therapy. Whether this 
role is constructive or destructive depends greatly on the parent’s 
preparation for separation. It is advisable to tell mothers in de- 
tail what to expect and how to react during the child’s first play- 
room visit. Thus, from the beginning they are given an opportu- 
nity to help the child assume more independence. The mothers are 
told that the child may hold on to them, cry copiously, and refuse 
to follow a strange therapist to an unfamiliar room. They are told 
about the child’s great fear of abandonment and are instructed 
what to say, and especially what not to say, at the moment of sep- 
aration. 

When the therapist first meets mother and child and says, 
“Good morning, Johnny and I are now going to the playroom,” 
mother should respond, “Fine, I’ll wait here.” She should not hold 
on to the child desperately, nor should she wave a heartbreaking 
goodbye, as though he were going overseas. She should not give 
him lessons in etiquette or last-minute advice, such as, “Stop cry- 
ing. Look at the man when he talks to you. You better go with 
this nice man, or he won’t like you. I am so ashamed of you; you 
promised to behave. Now be a good boy.” 

Mother is also prepared for the eventuality of coming to the 
playroom with the child. She should come without sighs and leave 
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without scenes, only with the assurance, “I won’t leave you; Tl 
wait for you.” Mother should know that the child may cry during 
his first few sessions but that, if he does, it is no reflection on her 
character or on his upbringing. The explanation can be offered 
that the child’s crying is his way of expressing how much he needs 
mother. Mother should be forewarned that at times, while sitting 
in the waiting room, she may hear hammers banging and her child 
crying. She should be reassured that there is no direct connection 
between the two kinds of noises and that the therapist is always 
in the playroom to prevent mishaps. Mother should also be told 
how to meet the child at the end of the hour. She should not make 
critical comments about his crying but should say sympathetically, 
“You wanted Mommy, I know.” 

An indispensable part of the “operation” is to have mother visit 
the playroom prior to the child’s appointment. She should have 
the opportunity to see the room, touch the toys, and understand 
the purpose of the play. 

The term “play-therapy” is frequently misunderstood by teach- 
ers and parents. To them, “play” connotes recreation and is syn- 
onymous with “having fun.” This interpretation is particularly 
obnoxious to parents of infantile or destructive children. They 
usually feel that their children need less play, not more play. 
Their indignant reaction is “Why travel that long distance to the 
clinic and pay for play? Johnny might just as well play in the park 
or with his own toys at home.” i ’ 

The parents should be given a short explanation of how children 
use the play hour to learn to make decisions, to gain independence, 
and to express their feelings and thoughts in constructive ways. 

The therapist should be prepared to deal with mothers who are 
so anxiously overprotective that they cannot allow their chi dren 
any freedom, Such mothers and their children find separation eas- 
ier when the first few play sessions are in a group setting. It is 
less threatening for a small child to enter the playroom 1n the 
company of two or three other little children. Hn is also easier for 
mother to separate from her child when she is in the company of 


two or three other waiting (and wailing) mothers. 
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Problems in the Playroom 


Handling Tricks and Tantrums. What kind of actions and re- 
actions can a therapist expect from resistive small children? He 
can anticipate crying, temper tantrums, continuous coughing, and 
feigned needs to go to the bathroom. To counteract the bathroom 
subterfuge, mothers should be asked to see to this prior to the 
session. 

The therapist’s role is an emotionally active one. He accepts 
the children’s angry feelings: he understands their loneliness and 
fears and indignation, and he voices their plight many times dur- 
ing the session: “I know you are scared and want to go to 
Mommy. You want to go to Mommy right now . . . but we go 
when the time is up.” The therapist may point to his watch to 
emphasize and concretize the time limit. The therapist also re- 
flects the child’s anger at having to stay in the playroom against 
his will. But the limit should be upheld: “We leave when the time 
is up.” 

Helping the Withdrawn Child. Not all children present serious 
separation problems. Most children enter the playroom willingly 
and take to the toys readily; they present no difficulty in estab- 
lishing rapport and relationship. At times a child comes into the 
playroom without showing resistance. He does not weep, howl, or 
whine, but he does not do anything else, either; he just stands in 
a corner of the room or sits staring into space in stony silence. 
Inexperienced therapists are often very uncomfortable in such 
silent situations and feel compelled to activate their young clients. 
Many strange things have been said to hesitant youngsters during 
the first few minutes in the playroom; for example, “Don’t you 
know what to do first? We have so many nice toys. Isn’t it a beau- 
tiful doll? You can play with any doll you want. We also have 
guns. Lots of children like to play with guns. Would you rather 
paint? We have all kinds of paints. Don’t you like anything in 
here?” 

A rapport-chasing therapist overwhelms the withdrawn child 
with his energetic efforts to initiate therapeutic movement. The 
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child’s withdrawal may be a defense against fear of his own ag- 
gressive impulses and consequent retaliation by others. The thera- 
pist’s active approach threatens the child’s main line of defense 
and drives him further into isolation. Even a friendly conversation 
may be frightening to the withdrawn child, since for him any 
social contact calls for a modicum of assertiveness, which he can- 
not afford. 

How should a therapist help a silent child? He should sit down 
comfortably, smile at the child, and say “It’s kind of hard to 
start,” leaving with the child the responsibility for initiating the 
next step. In his short statement the therapist wants to convey not 
only understanding but acceptance of the child and faith in his 
capacity to move forward under his own steam. 

Sometimes children are afraid to make a choice in the playroom 
because they have always been told what to do. They may beg the 
therapist to make the choice for them. With such a child it is es- 
pecially important that the therapist not fall into the expected 
parental pattern. The child’s plight should be voiced: “You are 
used to being told what to do. Mommy always tells you what to 
do. It scares you when I say that you can make up your own 
mind.” 

The therapist should not show or feel impatience. He should 
not persist in trying to inspire activity by offering suggestions 
or examples. He should not attempt to select the activities or 
set the pace of the child’s play session. In Schiffer’s words: “Rela- 
tionship is built by the child—awaited by the therapist” [68, 
ps 5]. 

Passivity does not imply inactivity 
The therapist must be alert to reflect the unspoken wishes of the 
silent child. The child’s handling of the doorknob may be safely 
interpreted as “You want to g0 out.” A deep sigh and a rolling 
tear may be reflected as “You want your Mommy.” Perking up 
in response to a passing police car may be voiced as “You heard 
the siren.” A startled reaction to a sudden noise may be mirrored 


as “It scared you.” 
Much time may elapse be 


on the part of the therapist. 


fore a withdrawn child feels free to 
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become active in the playroom. If the withdrawal is not sympto- 
matic of deep pathology, treatment in a group setting may acceler- 
ate the child’s emergence from isolation. Whether in individual or 
in group therapy, the withdrawn child is a keen observer of the 
therapist’s attitude and behavior. Only when his own observations 
have convinced him that acting out is safe will the withdrawn 
child be ready to leave, even for a while, his protective isolation. 

Relating to Submissive, “Cute” or Provocative Children. Chil- 
dren respond to the strange playroom and unfamiliar therapist 
with reactions typical of their past relationship patterns. The 
submissive child who habitually relates to adults with compliance 

will try to ingratiate himself 
Much time may elapse before a with- with the therapist; he will offer 
drawn child feels free to become ac- to clean the playroom, “cook 
tive in the playroom. Á 

meals,” or draw pictures for the 
therapist. The dependent child, 
who has known love only when 
helpless, will continue to act 
“cute” and meek to gain the 
therapist’s attention. The “wise 
guy,” who has learned to exploit 
adults, will try to manipulate 
the therapist. 

In order to respond in the 
most meaningful manner, the 
therapist must be sensitively 
attuned to the healthy as well 
as to the distorted needs of 
each child. The therapist who 
responds to the chilď’s ob- 
sequious offer of help with the 
neutral comment “if you want 
to” tellingly points out that in 
the playroom there is no need 
to be ingratiating and self- 
effacing. The child then feels 
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free to discover his own wants and to pursue his own goals. The 
pseudo-angelic, “adorable” child soon learns that the therapist 
does not respond to cuteness. As a result, he may give up his 
infantile conduct and attempt to develop more mature modes of 
functioning. The provocative, smart-alecky child, who invites 
rejection and retribution, is shocked when the therapist con- 
sistently responds with calm acceptance. Gradually he is forced 
to alter his dichotomous view of adults as being either weak and 


wordy or powerful and punitive. 


Structuring the Therapeutic Relationship 


The therapist’s initial responses are of great moment in the 
structuring of therapy. The term “structuring” is used here to 
designate the process of conveying to the child the unique nature 
of the therapeutic relationship. Essentially, the therapist would 
like to say to the child: “In here you may feel free to express 
yourself fully, through the medium of play, in your own time and 
in your own way. You will be respected as an individual, regard- 
less of what you may feel, think, say, or do.” However, the child 
cannot understand such a complicated speech, and even if he did 
understand, he would not believe it. The child’s conceptualization 
of the meaning of therapy can come only from experience, not 
from verbal explanations, comprehensive as they may be. The 
Process of structuring therapy, therefore, cannot be confined to 
the first session. It is an ongoing process. At the Start the 
therapist can only inadequately convey his basic attitudes by 
saying, “You can play with these toys any way you want to.” 
However, it should be remembered that this is not a casual 
statement; but the beginning of a new kind of relationship. 

Some of the gambits frequently used in play-therapy are un- 
desirable because they convey hidden accusations and threats to 


children. The question “Do you know why you are heres” may 
“You would not be here if there were not 


imply to the child 
7 The statement “Your mother 


something wrong with you.” £ p 
brought you here to get help and I want to help you” may signal 


trouble to a troubled child (Fraiberg). The word “help” may have 
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ominous meanings to maladjusted youngsters; it brings back 
sordid memories of humiliation and pain inflicted by “helpful” 
adults. Daddy wants to “help” Tommy; that is why he spanks 
him. The teacher wants to “help?” Tommy; that is why she scolds 
him. And now there is another adult who offers “help”; but by now 
Tommy has learned that “help” can often mean “hurt.” 

The statement “I wish you would tell me what bothers you” 
does not make much sense to a child. He did not come to the 
clinic because he felt he had problems; some one else thought so 
—the parents, the teachers, or the Juvenile Court judge. In his 
own eyes, he is a captive customer, made to consume clinical 
services against his will when he does not feel sick. To him, it 
is the referring adults who may seem sick and in need of help. 
And frequently he is not altogether wrong. 

The statement “Don’t you have some questions you want to 
ask me about why you are here?” will most probably bring a 
brief “no” and an end to the conversation. When children do not 
know the therapist, they have no reason to trust him, either with 
questions or with answers. 

It must be remembered that the child has some preconceived 
notions about the kind of person the therapist is. He may be 
suspicious of what the parents have told the therapist about him 
and frightened by what they told him about the therapist. When 
seven-year-old Ronnie told his mother that he played with toys 
during his first session, she replied: “Don’t fool yourself! The 
doctor was watching you all the time. You better be careful!” 
Some mothers have “prepared” their children for clinic services 
by threatening them for months with a visit to “the head shrinker 
who'll straighten you out.” Not infrequently in the child’s literal 
imagination, a head shrinker is one who shrinks heads. Only when 
the child gets to know the therapist, and to feel safe in his 
presence, does his conversational capacity expand. 


Children’s Interviewing Techniques 


Children get to know the therapist through tricky interview- 
ing techniques of their own. They probe the therapist ingeniously, 
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and in an amazingly brief time they learn more about the 
therapist than he does about them. Their most common initial 
approach to the therapist is to ask him questions that seem 
rather puzzling to an adult. The child picks up a toy and says, 
“What is this?” The therapist may answer with a question: “What 
is it?” The child will reply, “A gun.” He will then pick up another 
toy and ask, “What is this? The therapist will say, “What is it?” 
The child will reply, “It’s a boat.” This duet may go on through- 
out the first session. 

What is the purpose of this peculiar conversation? This stylized 
talk is to children what discussing the weather is to newly 
acquainted adults: an opportunity to scrutinize each other before 
delving into more intimate material. 

Johnny, aged eight, spends almost half of his first session ques- 
tioning the therapist about the use of the toys in the playroom. 
He then switches to more subtle methods of investigation: He 
starts writing the word “playroom” on the board, but he spells 
it “pleyroom.” He turns to the therapist and says, “Is this the 
right spelling?” This is not a simple request for information. 
Johnny, with an IQ of 130, may or may not have known how to 
spell “playroom.” But what he really wants to know is the 
therapist’s attitude toward misspellers. Understanding this, the 
therapist does not rush to give the “right” spelling. He does not 
assume the conventional role of a teacher. Instead, he says, “In 
here you can spell any way you want to.” 

But Johnny is not convinced, and he gives the therapist another 
test. He writes an arithmetic problem on the board and makes a 
mistake in simple addition. He asks the therapist to check the 
answers for him. Again the therapist is careful not to fall into 
the conventional role that Johnny has cast for him. He says, “In 
here you can add any way you want to.” 

Johnny learns a great deal from his spelling and arithmetic 
exercises, He learns that the clinic is a unique place, that the 
playroom is not a school, and that the therapist is not a teacher. 

Next Johnny picks up @ splintered plastic car and asks in a 
righteous tone, “Who broke the car?” What he really wants to 
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know is what happened to the boy who broke the car. Under- 
standing the question, the therapist gives a reassuring answer: 
“Sometimes toys get broken. It happens.” 

Johnny gets quite a bit of information with his car question. 
He learns that this grownup does not get angry easily, even when 
toys are broken, and that there is no need to be over-cautious 
or to walk a tightrope in the playroom. 

Next Johnny says, “My teacher gave me a spanking.” The 
therapist does not ask him for further factual details but says 
softly, “It must have hurt your feelings, and made you good and 
mad, too.” There is a mile-wide smile on Johnny’s face as he 
replies with a very long “Yeah-h-hh.” Johnny’s interviewing skill 
has again proved valuable. He has learned that the therapist does 
not blame children for school troubles and that he can talk to him 
without being lectured. 

Finally Johnny says, “You have so many closets in here. What 
do you have in them?” The therapist answers, “You want to 
look and see?” Again Johnny obtains very pertinent information: 
it is all right to be curious in the playroom without being re- 
minded that curiosity killed the cat. By responding to the hidden 
meanings of the questions, the therapist not only conveys deep 
understanding to the child but helps him to get a clearer picture 
of the therapist and the therapy situation. 


The Therapist’s Language 


The therapist must exercise great caution in formulating re- 
sponses to the child’s communications. In his mirroring of feelings, 
the therapist should usually repeat the symbols used by the 
child. When a child points to the family dolls and says, “She 
hates the boy,” the therapist should not identify the symbols, 
transparent as they may be. He should not say, “Mother hates 
you” or “Mother hates the boy.” He should reflect the state- 
ment prudently: “She hates the boy” or “She hates him.” The 
child should be the one to assume the responsibility for naming 
the objects of his feelings. 

There are occasions, however, when the therapist must avoid 


THE THERAPY HOUR 91 


using the child’s symbols. When a child makes obscene or offensive 
remarks, the therapist should not sanction such expressions by 
including them in his own speech. For instance, when a child 
says, “My brother is a louse,” the therapist should reply, “That’s 
what you think of him” or “You don’t like your brother,” omitting 
the offensive expressions. The therapist should also avoid re- 
peating unacceptable racial slurs. When a child says, “I don’t 
play with niggers,” the therapist may reply, “You don’t play 
with them” or “You don’t like them.” He should never give sanc- 
tion to bigotry by his own use of unacceptable terms. 

The therapist should pay careful attention to children’s reac- 
tions to his reflections. Some children like their words sounded 
back to them without any change, like an echo. The following 


excerpts will serve as illustrations: 


Jimmy: I like the color blue. 
Tuerapist: You prefer blue. 
Jimmy: I didn’t say “prefer”; I said I like blue. 


Tuerapist: Oh, you like blue. 
Jimmy: That’s better. 


Jimmy: T don’t paint well. 
Tuerapist: You don’t think you can paint? 
Jimmy: I can paint. I just can’t paint well. 


Other children soon become aware of the therapist’s technique 
of mirroring feelings, and they may be annoyed by it. They say, 
“Why do you always say what I say?” or “I knew you were going 
to say that.” When this happens, it is time to change techniques. 
The therapist should reflect the child’s feelings in his own words. 
For instance, when a child says, “I want to go out,” the therapist 
will reply, “Oh, that’s what you want to do.” When the child re- 
lates some incident, the therapist will say, “That’s what hap- 


pened” or “That’s what you think of it,” etc. 


To Play or Not to Play: The Therapists Dilemma 
roversial issues to be determined in advance 


One of the cont ve à 
r not to participate with a 


by every play-therapist is whether 0 
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child in his play and games. Children frequently try to involve the 
therapist in playing tick-tack-toe, checkers, or ball. 

Therapists who believe in playing with children have two dif- 
ferent rationales. Some do so because they believe in acting the 
part of an ideal parent. They are impressed with the role of 
parental cruelty in the etiology of childhood neurosis, and they 
aim to neutralize the ill effects of early unkindness with a second 
edition of motherly love. They believe that, in order to get 
well, children need not only interpretations and insight but also 
the kind of warmth and tenderness refused to them in infancy. 
They maintain that such human kindness can be supplied best by 
a therapist who is a loving participant and not just a permissive 
observer. These therapists do not hesitate to participate actively 
in children’s games and consider such activities a logical part of 
their “parental” role. 

Other therapists play with child clients in order to induce re- 
gression and eliminate resistance to therapy. They attempt to win 
the child’s confidence by eliminating the traditional distance 
between adult and child. They intentionally devalue their adult 
status by participating in playroom activities on a child’s level: 
they may sit on the floor, take part in the child’s play, and 
compete with the child in rivalrous games. All this is done in the 
hope of overcoming resistance to therapy. 

The writer believes that therapy is retarded when the therapist 
participates with the child in play activities, either as “parent” or 
“playmate.” The unique therapeutic role can be best carried out 
when the play-therapist maintains a non-playing relationship with 
the child, thus assuring that the session is strictly the child’s hour. 

There are few advantages and many disadvantages in playing 
with children. The main disadvantage is that it enables the child 
to exploit the adult mercilessly. The child starts the session with 
an innocent “Let’s throw the ball to each other” and ends by 
sitting comfortably in the therapist’s chair, while the adult is 
running and retrieving balls. 

If the child wants to play ball, he may throw it at the wall 
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or to group mates. If he wants to play tick-tack-toe, the therapist 
may say, “You choose for me and for you, and I'll watch.” If he 
starts shooting darts and requests or demands that the therapist 
retrieve them, he may be told softly, “You get them if you want 
to.” Otherwise, the therapy hour may turn into a running race in 
which most of the running will be done by the therapist. Such 
sessions may arouse annoyance and antagonism in the therapist 
toward the child. The therapist does not like the hourly run- 
around, and the child knows it. As one child commented to his 
therapist, “You don’t like to do this, but you have to because you 
are paid.” The therapist feebly defended himself with “I do it 
because I like you,” but the child was not convinced. 

In fact, such sessions do not create warmth in the therapist or 
security in the child. There can be little healing value in allowing 
a child to manipulate an adult. Effective therapy must be based 
on mutual respect between the child and the therapist, without 
the therapist’s ever abdicating his adult therapeutic role. 


Limits 


From the first session, the child therapist can expect unpre- 
dictable behavior in the playroom, and from the start he must be 
able to deal effectively and calmly with emergencies. Otherwise, 


these sudden surging situations may become permanent problems 
Many playroom 


to plague the therapist throughout treatment. playroo 
stalled if the therapist knows which limits 


are necessary in child therapy. and if he has a clear rationale and 
effective methods for implementing them. For a comprehensive 
discussion of the theory, rationale, and practice of limits, the 


reader is referred to Chap. 8. 


emergencies can be fore 


Some Common-sense Don'ts 

No Tuxedos. Napoleon is credited with the saying that he who 
goes into a battle should not wear his best pants because they 
would interfere with his military zeal. This advice pertains also to 
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child therapists. A play-therapist should not come to the playroom 
dressed in his best suit. The anxiety and effort entailed in keep- 
ing clothes clean will interfere with the therapist’s ability to main- 
tain free-floating attention. 

No Smoking. The therapist should refrain from smoking in the 
playroom. The possible symbolic meanings of striking a match, 
lighting a fire, and holding a cigarette in the mouth should not be 
overlooked. Also, the children may come from homes in which 
smoking is synonymous with sin. The therapist should not in- 
troduce unnecessary conflicts of values. And perhaps the most im- 
portant reason against playroom smoking is that during therapy 
the therapist should be neither occupied nor preoccupied with 
his own pleasures. 

No Gifts. Some children bring an arsenal of chocolates, chew- 
ing gum, and candy to the playroom, and they offer it generously 
to the therapist. It is advisable not to accept gifts from children, 
cspecially during the first sessions. The therapist may say, “Thank 
you, but you keep it. I don’t feel like having gum.” If the child 
offers his painting or clay work to the therapist, the therapist 
should acknowledge it by saying neutrally, “You want me to have 
it.” He will then let the child put the painting wherever he wants, 
in the therapist’s hands, out on the table, or in the closet. 

No Autobiography. Infrequently the therapist will encounter 
children who try to interview him directly, as though taking his 
case history. They do not hesitate to ask many personal questions 
of the most intimate nature. It is not necessary for the therapist 
to give the children a detailed autobiography. The therapist may 
reflect the fact that the child wonders about him and wants to get 
to know him better. Frequently such a response will stop this 
inquisition. The therapist’s responses to specific questions should 
be truthful, short, and general. Thus: 

CuiLp: Where do you come from? 
Tuerapist: From up north. 
CuiLp: Where do you live? 
Tuerapist: In town. 
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Who Cleans up the Playroom? 


It is inadvisable to make the child clean up the playroom at 
the end of the play hour. Such a demand may seem too authori- 
tarian to a child and may inhibit his free play. It may also give 
the rebellious child an opportunity to dirty the walls, the furniture, 
and the therapist’s clothes, all in the name of careful cleaning. 
Another disadvantage is that it puts the therapist in an evaluative 
role of judging the child’s cleanup performance. Nor should the 
therapist subtly encourage children to clean up the playroom. 
Statements such as “I see you are careful to put toys away after 
you use them” may boomerang. Axline [2, p. 81] tells of a young 
child in group therapy who spilled some paint and wiped it up. 
The therapist said: “Bobby is careful; he wiped up the paint that 
he spilled.” From that moment on, the therapy hour turned into 
a competition among the boys to show the therapist how careful 
they could be. The therapist himself does not clean the playroom 
during the session, except to remove dangerous objects. If a bottle 
is broken accidentally, the therapist may comment, “The bottle 
broke,” and then proceed to remove the broken glass or sweep 
the floor. 

It is essential that the therapist should not be the one to clean 
up the playroom, session after session. A maid should do it. A 
therapist can be much more accepting of sandstorms and smeary 
messes when he knows that someone else will sweep the floors 
and tackle the toys. It is not an easy task to keep the playroom in 
order, especially in a community clinic where the playroom is 
used almost continuously for both individual and group therapy. 
The playroom must be rearranged before each appointment so 
that the activities of children will not be influenced by the play- 
room arrangements of preceding sessions. The playroom is a 
miniature world to the child, and the neatly arranged playroom 
symbolizes that the world can be orderly. The playroom must be 
heat in the beginning of each session, with the floor swept, broken 
toys removed, paints and clay in working order, and the nursing 
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bottles sterilized and refilled. This job requires the services of a 
professional maid. The therapist should be able to rest in the 
interlude between sessions, and meditate about life outside the 
playroom. 


Some Illustrative Material 


The following excerpts, taken from the record of a disturbed 
and extremely aggressive child, illustrate several of the problems 
encountered in play-therapy: establishing a relationship with a 
very distrustful child; handling physical aggression; the critical 
importance of conveying understanding; the therapist’s use of 
language. 


Kenny, aged seven, was referred for therapy by his teacher, who 
described him as infantile and aggressive, disliked by his mother, and 
without a friend among his classmates. The teacher complained of his 
restlessness, inattentiveness, facial grimaces, and general nervousness. 
Kenny was average in height for his seven years, but he appeared under- 
nourished. He displayed poor muscular coordination; his movements 
were jumpy, and his gait was tense. 

Kenny’s mother was an extremely disturbed person, who had had 
a psychotic episode for which she had been hospitalized for several 
months. She was depressed, suffered from pains, headaches, and numb- 
ness, and felt totally exhausted by her household duties and her con- 
stant struggle with Kenny. Kenny’s father had been discharged from 
the service with a diagnosis of hypochondria, but he refused to have 
psychiatric treatment, feeling that he had been given a “raw deal.” 

The mother stated her feelings about Kenny quite explicitly: “There 
is nothing good about him. All he does is make trouble. He made a 
nervous wreck out of me. I am exhausted—my body, my mind, my 
brain. That’s what he has done to me. He developed a new technique 
to torture me. He threatened to jump from the window. We live on the 
fifth floor. He actually tried to do it. I punished him. I ripped his 
pants, I gave him the licking of his life and sent him to bed without 
supper. It hurts me to see him grow up like that. There is not a human 
being that could take Kenny for a week. Oh, 
away from him!” 

It must be stated that his mother was not alway: 


if I had only one week 


s so negative toward 
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Kenny. At times she rejected him completely, but at other times, when 
guilt-stricken, she showed him exaggerated concern. However, Kenny 
always felt neglected and unloved by his mother. He remembered the 
many incidents in which she had mistreated him, he could still see on 
his body the marks of her beatings, and he could not believe her 
verbal assurance of love. His recurrent nightmare was that he had 
been deserted in a faraway place by his mother. 

Kenny reacted to his rejection with extreme aggression. He perceived 
the adult world as an immediate threat, against which he had to protect 
himself. Having had no loving mother, he had no reason to believe that 
he would be loved, even if he tried to please adults. Having little capacity 
for tension tolerance, and weak inner restraints, Kenny found it almost 
impossible to accept routine at home or discipline at school. His reaction 
pattern since early infancy was that of immediate discharge of his 
offensive impulses into a hostile environment. 

Play-Therapy with Kenny. The most trying part of the early sessions 
was the difficulty in establishing a relationship with Kenny. He was 
bewildered by the permissive atmosphere and was suspicious of the 
therapist’s motives in being pleasant to him. At times it seemed as if 
Kenny was attempting to provoke the therapist in order to see whether 
he would reject him the way other adults did. During the first few 
sessions he threatened to kill the therapist, skin him, poison him, stick 
a knife into his stomach, choke him, break his nose, and chop off his 


head. 


Kenny: What time is it? 

Tuerapist: We have ten more minutes. 

Kenny: I better go downstairs now. (Gets up and heads for the door.) 
Turrapist: You sant to go now, but we stay until time is up. 

Kenny: See this knife? I can use it to kill you. 

Turrapist: You are angry. You want to go now. 

Kenny: I feel like skinning you. 

Tuerapist: You are not just angry; you are really mad at me. 
Kenny: I'll chop your head off. (Comes near therapist and points a 


rubber knife at him.) . . - Die! 
Tuerapist: You want to get rid of me. 


Kenny: If you don’t let me out, TIl stick the knife right in your 
stomach. 


Turrapist: (pointing at Bobo) Here. Do it to him, and TIl watch. 
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Kenny: You mean old man. (Goes to corner of room and sits with his 
back to therapist until the time is up.) 


For the next several sessions Kenny remained angry. Even as late as 
the tenth session, he fought the idea of staying in the playroom. 


Kenny: You are the meanest man I ever had. 

Tuerapist: You don’t like me at all. 

KENNY: IIl call the police. (Picks up the toy telephone.) Hello, police. 
I am in the playroom, and I want to go out. There is a crazy man 
here. (Turns to the therapist.) They said the best thing to do is. 
to call the court, and they’ll put you in jail. 

Tuerapist: Then you won't have to come to the playroom. 

Kenny: That’s right. 


Incidents of this kind occurred in every session during the first phase 
of therapy. But a turning point in the relationship occurred during the 
twelfth session. Kenny, in his usual angry mood, stood with his back 
to the therapist, shooting down the family dolls. One after another they 
fell backward, until one of them, caught at an angle, toppled forward 
instead. Kenny looked puzzled and said to himself: 


Kenny: I got to call the Weather Bureau. 

THERAPIST: You want to know what direction the wind is blowing. 

Kenny: (staring at the therapist in surprise) Yes. How did you know 
that? 

THERAPIST: You expected the doll to fall backward instead of forward. 
You thought maybe the wind did it. 

Kenny: Yeah-h-h. Hey, you are smart. 


This episode made a profound impression on Kenny. He kept won- 
dering how the therapist understood what he had been thinking, and he 
seemed both surprised and gratified about it. This made a difference in 
the relationship that was first reflected in Kenny’s willingness to accept 
limits. 


Kenny: Today we are going to play school. I am the teacher and 
you are the pupil. (Comes over and tries to hit the therapist.) 

Tuerapist: (fends him off) Your teacher hits you. 

Kenny: Yes. 

THERAPIST: And now you are the teacher, and you want to hit me. 

Kenny: Yes. Can I? 
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Turrapist: Here (giving him Bobo). Let him be the teacher. Hit him, 


and I'll watch. 
Kenny: Okay. (Scolds and beats Bobo.) 


Kenny’s hostility did not decrease instantly, but he now expressed it 
symbolically instead of in unacceptable acts. He played school and 
used the teacher doll as the target of his hostility. He drew unflattering 
pictures of his parents and expressed resentment against them. 

In this early phase of therapy, Kenny expected to be blamed by the 
therapist the way he was blamed by other adults. In defense, he 
projected his own negative self-image on to the therapist, although the 
disguise was quite transparent. 


Kenny: (drops a toy on the floor accidentally) Why do you always 
drop things? You always drop things, you always break things. 

Tuerapist: That’s what your mother says about you? 

Kenny: Yes. 

Tuerapist: And you expected me to say the same. 

Kenny: Yes. 

Tuerapist: You don’t always break things. 

Kenny: No, only sometimes. 


In later sessions, as he came to believe in the therapist’s acceptance 
of him, Kenny was able to admit freely his destructive desires, without 


resorting to projection. 


Kenny: (letting the window-blind fly up noisily) I broke it! 
Tuerapist: Oh. 
Kenny: (going over to the other blind and letting it drop with a 
bang) Let’s see if I can break this one. 
Kenny was able to express positive 
feelings about himself and about others. His world became more peopled 
with friendly beings. He stated that he liked his teacher and that she 
liked him. He mentioned that he had friends among his schoolmates, and 
he wrote their names on the blackboard. In his last puppet show, the 
puppets declared: “We are friends. . . . We like each other.” 
Follow-up. Kenny’s mother was contacted five months after the 
conclusion of the therapy. She could not come for an interview, but 
she talked to the therapist over the telephone. She said that Kenny had 
become less aggressive and was easier to live with, although she did 


During the last few sessions, 
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complain that he had become too frank in expressing his feelings about 
his family. 


SUMMARY 


This chapter proposes and discusses solutions for many of the 
problems likely to arise during the course of play-therapy. It 
presents problems connected with meeting the children, separating 
mother and child, establishing rapport, and structuring the 
therapeutic relationship. It describes some undesirable gambits, 
points out the child’s methods of relating to adults, discusses the 
therapist’s language, deals with the dilemma of participation in 
children’s play, and provides some illustrative material. It also 
recommends some common-sense policies concerning personal 
manners and playroom maintenance. 


8 


THE THEORY AND 
PRACTICE OF LIMITS 


HE literature reveals basic differences of opinion 

about the implications of permissiveness and the ap- 
plication of limits in child treatment. Some leading therapists [65, 
66, 71] consider unconditional permissiveness the primary requi- 
site for effective child therapy. They strongly object to the im- 
position of prescribed limits by the therapist and see in it a 
dangerous technique that undermines the very foundation of the 
therapeutic relationship. They maintain that no predetermined set 
of limits can ever be applied in psychotherapy, because ‘“‘thera- 
peutic intervention” must always be based on insight into the 
needs of the individual child and must vary accordingly. As 
Tt as impossible to over-stress the danger of 


Slavson puts it: 
thout first understanding its 


applying even mild frustration wi 
101 
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possible effects upon individual children. The slightest denial may 
constitute a major rejection to an intensely deprived child” [71, 
w221]; 

Other therapists feel that “the role of limits may be more im- 
portant than our current interest in them would indicate” [14, 
p. 1], that “limitations . . . are set up as a prerequisite to satis- 
factory therapy” [3, p. 131], and that “without limits there 
would be no therapy” [ 54, p. 15]. 

The difference between the two schools of thought is succinctly 
summarized in their definitions of permissiveness. According to 
one approach, “Permissiveness means the acceptance of all be- 
havior as it appears in the [therapy] group, be it aggressive, 
hostile, destructive, sadistic, masochistic, etc., without reproof, 
censure or restriction on the part of the therapist” [66, p. 256]. 
To be sure, the patients in these groups are carefully selected, 
and their aggressive behavior is not sanctioned, only permitted. 

According to the other approach, permissiveness means the 
acceptance of all symbolic behavior as it appears in therapy, be 
it destructive or constructive, without censure or restriction. All 
feelings, fantasies, thoughts, wishes, passions, dreams, and de- 
sires, regardless of their content, are accepted, respected, and 
allowed expression through words and play. Direct acting out of 
destructive behavior is not permitted; when it occurs, the 
therapist intervenes and redirects it into symbolic outlets. 

These formulations of permissiveness touch upon issues that 
strike at the very core of one’s therapeutic concept and conduct. 
In the absence of objective research evidence, these are not issues 
that one therapist or one school of therapy can decide for 
another. At the present stage of knowledge, psychotherapists, act- 
ing upon and reporting on different hypotheses, will need to state 
their orientation, describe their practice, glean evidence from their 
experience, and present it for scientific evaluation. 

This chapter aims to provide a rationale for the use of limits 
in play-therapy, to describe techniques of limit setting, to suggest 
various limits conducive to effective therapy, and to point out 
methods of dealing with limit breaking. It also presents some 
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research findings on the use of therapeutic limits by practitioners 
of different theoretical orientations. 


A RATIONALE FOR LIMITS IN PLAY-THERAPY 


The following six statements are proposed as a rationale for the 
use of limits in play-therapy: 

1. Limits direct catharsis into symbolic channels. One of the 
aims of therapeutic limits is to promote release through symbolic 
means. The unfulfillable nature of some of a child’s desires makes 
the setting of limits on direct acting out unavoidable. Certain acts, 
such as murder, incest, thievery, and vandalism, are absolutely 
forbidden in our society. Such acts may not be performed in 
therapy either, except in effigy. Symbolic release enables children 
to channel even incestuous and destructive urges into harmless 
outlets and to develop sublimations compatible with social de- 
mands and mores. Thus a child with oedipal entanglements may 
undress, hug, kiss, and make love to a mother doll. Obviously, he 
may not act so toward his mother or his therapist. By setting 
limits, the therapist helps the child to change his object choice 
while allowing him gratification of sex interests through socially 
acceptable channels such as playing, painting, modeling, pup- 
Petry, and discussion. 

A child who is angry with his 


doll. The aggressive child may S destroy - 
teachers, and therapist over and over again in his play and 


games and thus learn from his own experience that his impulses 
do not actually kill anybody. The neurotic child may discover that 
his inner impulses can be discharged into the playroom without 
dooming him and thus learn that his desires are not fatal and 
need not be rigidly inhibited. 

a pean the therapist to maintain attitudes of ac- 
ceptance, empathy, and regard for the child throughout the 
therapy contacts. It is reasonable to assume that a therapist cannot 
remain emotionally accepting and empathetic when the child 
attacks him, tears his shirt, paints his forehead, or breaks his 


father can stab or shoot a father 
ymbolically destroy his parents, 
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glasses. Such activities must be prohibited in order to prevent 
the arousal of anger and anxiety in the therapist himself. The 
ability of any person to tolerate aggressive attacks is not un- 
limited. The invoking of limits prevents the therapist from ex- 
ceeding his own capacity for tolerance and enables him to remain 
consistently unperturbed and tranquil. To retain his role as ego 
ideal and identification model, the therapist must not come too 
close to the brink of his endurance. If the therapist questions his 
ability to stay calm and accepting when the child scatters mud all 
over the playroom, he should limit the spilling to the sandbox or 
to one corner of the room. If the therapist cannot tolerate the 
child’s painting of toys, he should limit the painting to paper. 

It must be stressed that therapeutic controls apply always to 
behavior, never to words. A therapist may set necessary limits on 
undesirable behavior, provided that he permits verbal and play 
outlets for the expression of feelings. If the therapist cannot 
tolerate the children’s conversation or finds it necessary to limit 
the symbolic content of their play, then it is unlikely that thera- 
peutic gains will accrue (this point is discussed more fully in 
another part of this chapter). 

3. Limits assure the physical safety of the children and the 
therapist in the playroom. Several common-sense health and 
safety limits must be set in the course of play-therapy. Children 
may not drink dirty water, hang out of the window, or set them- 
selves afire. They also may not endanger the life or health of the 
therapist; they are not allowed to throw sand in his eyes, cough 
in his face, pull his hair, or punch him. For his own safety, then, 
the therapist may not be attacked physically. Other important 
reasons for this prohibition will be discussed later. 

4. Limits strengthen ego controls. Many young children present 
behavior problems characterized by an inability to cope with 
socially unacceptable inner impulses. The aim of therapy with 
these children is not the relaxation of superego functions but the 
tightening of ego controls. By setting limits and invoking prohibi- 
tions, the therapist becomes the external authority figure whose 
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values, it is hoped, the child will absorb through identification and 
introjection. Without limits, therapy may only delay self-regula- 
tion, encourage narcissism, and lead to a false sense of omnip- 
otence. By encountering limits to some actions in an accepting 
atmosphere, the child learns to distinguish between wishes and 
deeds, without suffering in the process. He learns that he may 
feel all of his feelings, but may not act as he pleases. By preventing 
the child’s undesirable acts while accepting his feelings, the 
therapist reduces the child’s guilt and orients him in the direction 
of reality. Thus the child comes to accept and control impulses 
without excessive guilt. 

5. Some limits are set for reasons of law, ethics, and social 
acceptability. Children may not indulge in sexual play with each 
other in the playroom, because, among other reasons, it is socially 
unacceptable and against the law. A child may not deliberately 
defecate in the sandbox or urinate on the floor, because it is 
socially unacceptable. A child may utter smutty words in the 
playroom to his heart’s content, but he may not yell profanities at 
passers-by or at the secretarial staff, again because it is socially 
unacceptable. 

6. Some limits are set because of budgetary considerations. 
Some limits are set simply because of realistic monetary con- 
siderations, A child may not destroy expensive toys because they 
are expensive, and clinics usually have limited budgets. Thus, 
Bobo, the costly clown, cannot be pierced with a sharp instru- 


ment; “it is only for boxing.” 


Therapeutic Limits and Parental Restrictions 

There is a vast difference between therapeutic limits and 
isciplining a child, parents and teachers 
undesirable actions, not on liquidating 
ng these actions. The child is 


parental restrictions. In d 
generally focus on stopping 
the negative feelings motivatir 
usually neither helped to bring out his troubled feelings nor 
Provided with safe channels for catharsis. The restrictions are 
frequently set in the midst of angry arguing and are often 
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punitive and inconsistent. More often than not, the child is left 
with the sad conclusion that not only his deeds but also his 
feelings and wishes are disapproved. 

Therapeutic limits help the child with both his feelings and 
actions. The therapist permits any verbal and symbolic expression 
of feelings, but he limits and redirects undesirable acts. The 
limits are always set in a manner that preserves the child’s self- 
respect. The limits are never punitive, arbitrary, or capricious. 
They are treatment-motivated, a part of therapy, and they are 
applied without anger or violence. The child is not rejected or 
shamed for resenting the prohibitions. His objections to the 
limits, and his wishes to break them, are recognized and respected, 
and harmless channels for expressing his feelings are provided. 

When limits are employed therapeutically, they may lead to 
voluntary acceptance by the child of the need to inhibit antisocial 
urges. In this sense, limits are conducive to the development of 
self-discipline; through identification with the therapist and the 
values he personifies, the child achieves greater powers of self- 
regulation and self-command. 


THE TECHNIQUES OF LIMIT SETTING 


Both in therapy and in life, children need a clear definition of 
acceptable and unacceptable behavior. They feel safer when they 
know the boundaries of permissible action. Therefore, limits 
should be delineated in a manner that leaves no doubt in the 
child’s mind as to what constitutes unacceptable conduct in the 
playroom. It is preferable that limits be total rather than con- 
ditional; there is a clear distinction, for example, between splash- 
ing and not splashing water on the therapist. However, a limit that 
states “You may splash me as long as you don’t wet me too much” 
is inviting a deluge of trouble. Such a vague statement leaves 
the child without a clear criterion for making decisions. 

Limits should be stated in a friendly but firm manner. Children 
do not readily accept restrictions invoked with a halting and 
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hesitant mien. When presented clumsily, limits may become a 
challenge to children, evoking a battle of wills and focusing 
therapy on restrictions rather than relationships. 

Limits must be presented in a manner that minimizes the 
arousal of resentment in the children. The very process of limit 
setting should convey a spirit of non-punitive and helpful au- 
thority. There are different ways of phrasing specific limits. At 
times, the following four-step sequence may prove helpful: (1) 
the therapist recognizes the child’s feelings or wishes and helps 
him to verbalize them as they are; (2) he states clearly the limit 
on a specific act; (3) he points out other channels through which 
the feelings or wishes can be expressed; (4) he helps the child 
to bring out the feelings of resentment that are bound to arise 
when restrictions are invoked. 

This approach is illustrated in the following episode: Johnny, 
aged nine, wanted very much to take a gun home, and made his 
desire known. 


Jounny: I’m going to take this gun with me. : 
Tuerapist: It’s easy to see, Johnny, that you like the gun and 
would like to take it home. 


Jounny: Yes, I would. Can I? 
Turrapist: The rule of the playroom is that all the toys have to stay 


in here. But you may have the gun whenever you come to the 


playroom. 
Jounny: I don’t like the rule. 
Turraprst: You wish there weren’t such a rule. 
Jounny: I wish the rule was that you can take all the toys home. 
Tuerapist: Such a rule you would really like? 
Jounny: (smiling) Yeah, but then you wouldn’t have a playroom. 
r feasible to phrase the limit in the 
above pattern. At times it is more effective to state the limit first 
and reflect feelings later. When a child is about to fire a dart or 
throw a block at him, the therapist should say—calmly, but 
firmly—‘“Not at me, at the toys.” He will do well to point to the 
toys in order to redirect the child. He should then reflect the 


It is not always necessary o 
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child’s desire to hurt him and suggest to the child some harmless 
ways of expressing anger; for example, “If you want to, you may 
draw my face on the blackboard and shoot at it, or you may 
write my name on the clown and punch it.” 

Limits should be phrased in a language that does not constitute 
a challenge to a child’s self-respect. Limits are heeded better when 
stated succinctly and impersonally. “Time is up for today” is 
more readily accepted than “Your time is up and you must leave 
now.” “No shooting at each other” is obeyed more willingly than 
“You must not shoot at Johnny.” Whenever possible, limits should 
be stated in the passive rather than the active voice. “Walls are 
not for painting” is accepted with less resistance than “You must 
not paint the walls.” “Toys are not for breaking” is better re- 
ceived than “You must not break toys.” 

At times, limits may be set non-verbally. When a child “plays” 
the xylophone with a hammer, the therapist may hand him drum- 
sticks and take away the hammer. This can be accomplished with- 
out a word, just with a smile. The child may not even be aware 
that a limit has been invoked. The therapist may even be 
thanked for having provided the appropriate tools. 


Situational Limits 


The materials and toys as well as the physical setting of the 
playroom should be so planned that they exert a “limiting” in- 
fluence on children. Undesirable behavior can be prevented by 
removing in advance objects used for inappropriate acting out. 
Sharp or pointed toys should be taken out of the playroom before 
a session with aggressive children. Finger paint should not be 
given to over-active children; it over-stimulates them and invites 
smearing of each other and the walls. Toys should be sturdy and 
hard to break. Office desks with stuffed drawers, over-decorated 
chairs, telephones, and personal books have no place in a play- 
room; their protection necessitates the setting of too many limits 
and interferes with the therapist’s ability to maintain free-floating 
attention. 
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LIMITS CONDUCIVE TO EFFECTIVE THERAPY 


A Time Limit. Some therapists [38a] allow a child to leave the 
playroom at will and to wander around in the building. They 
follow the child and attempt to maintain a “moving” therapeutic 
relationship. Other therapists | 14, 58] allow the child to terminate 
a session at any time, but they do not permit him to return to the 
playroom on that day. They tell the child: “You can go now if 
you want, it’s up to you. If you go though, I cannot let you come 
back today” [58, p. 10]. 

The writer does not believe that a child should be permitted 
to terminate a therapy session before the hour has ended. As has 
already been noted, a child does not come to therapy of his own 
volition, nor should he be the one responsible for terminating 
therapy temporarily or permanently. When a child wants to leave 
the playroom before the session is over, his desire to do so should 
be recognized and discussed but a limit should be invoked. The 
following play-therapy extract will serve as an illustration: 


Daniel, aged six, had a fight with another boy and ran to the door. 


DANIEL: I want to go out! 
Tuerapist: You don’t like it here. 


Dante: I don’t want to stay in this room. I want to go out. 


Turrapist: You hate to be here, and wish you could leave right now. 


DanireL: Yeah. 

Turrapist: I know you would like 
we stay here until time is up. 

DANIEL: How much longer do I have to stay here? 

Tuerapist: There are ten more minutes. 

DANIEL: Oh, shucks! (Goes back to his play.) 


very much to leave right now, but 


A time limit is always necessary in child therapy. A play- 
fifty minutes. The therapist tells the 
ard the end of the session reminds 
The therapist 


therapy session usually lasts 
child of the time limit, and tow 
him that he has only a few minutes left to play. ie the 
will say: “There are only five minutes more before time is up.” 
This reminder is given out of respect for the child, whose activities 
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should not be interrupted too abruptly. Warning the children be- 
fore time has another advantage: it stimulates more meaningful 
play during the last few minutes. Knowing that he will soon leave 
the playroom, the child feels safe to engage in play activities that 
touch more directly on his basic difficulties (a similar phenomenon 
has also been observed in adult therapy, where patients may wait 
for the last few minutes to discuss significant problems). It is 
also advisable to give children a one-minute reminder. This 
procedure should be used even with very small children, who do 
not have a clear conception of time. They learn from experience 
that the “warnings” mean that the end of the hour is near. 
When the session is over, the therapist will get up and say, “Time 
is up for today.” With very young children he may add, “Now 
we go out.” The therapist should adhere to the time limit con- 
sistently. He should not prolong the session even if the children 
request it or when they bring out what seems like “significant 
material.” The therapist should say sympathetically: “You would 
like to stay longer, I know. But time is up for today.” In the 
long run, the child will gain security from the predictability of 
the therapy hour. 

Taking Toys from Playroom. Sooner or later, children want to 
take toys home. They may want to borrow, exchange, or buy play- 
room toys. A limit should be set stating that “all the toys must 
stay in the playroom.” Toys may not be taken home or to the 
waiting room. If the child wants to show a specific toy to his 
mother, he may invite her to the playroom to see it. However, 
children are allowed to take home paintings and clay work that 
they themselves create. The limit on taking toys home pertains 
also to broken toys. These, too, the child may not remove from 
the playroom. The reason is obvious; too many toys would be 
broken for the purpose of taking them home. What is the rationale 
for not allowing children to take toys home? Besides obvious 
budgetary considerations, there is a therapeutic reason for not 
giving toys to patients; the relationship between therapist and 
child should be based on emotional, rather than material, sharing. 

Breakage. Children are not permitted to break room equipment 
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or expensive toys. They may not puncture the plastic clown, break 
the windows, or pour water in the air conditioner. Their destruc- 
tive desires should be recognized, reflected, and respected, but 
limits on action should be invoked and implemented. The therapist 
might say, for example: “You would like to cut the clown to 
pieces, but he is not for breaking; he is for boxing.” Or, “the 
air conditioner is not part of the play material; it is part of the 
equipment of the room.” 

Physical Attacks upon the Therapist. Child-therapy literature 
reflects consensus about the necessity of prohibiting physical 
attacks upon the therapist. Both analytic and client-centered 
therapists believe that physical attacks are not helpful either to 
the therapist or to the child. The rationale for this prohibition 
is as follows: (1) it assures the physical safety of the therapist; 
(2) it spares the child guilt, anxiety, and fear of retaliation; (3) 
it enables the therapist to remain emotionally accepting of the 
child. 

Some therapists [74, p. 294] allow young children of preschool 
age to attack them physically, and they make interpretations 
about this to the children. Other therapists modify this limit to 
state: “You may hit me a little, but you mustn’t really hurt me.” 

The writer believes that the limit against hitting the therapist 
should not be modified under any circumstances. There can be 
little therapeutic value in permitting a child to attack an adult. 
Effective therapy must be based on mutual respect between the 
child and therapist, with the therapist never abdicating his adult 
role. Allowing a child to dominate the relationship arouses too 
many insoluble problems for both the therapist and the child, and 
it anchors therapy outside the world of reality. In telling a child 
that he may “hit but not hurt,” the therapist 1s asking him to 
make too fine a distinction. Such a vague limit contributes neither 
to the security of the child nor to the peace of mind of the 
therapist. The child is irresistibly challenged to test out the 
prohibition and to establish the “jn.d.” between hitting playfully 


and hurting seriously. 


Physical Fighting among Children. Although most therapists 
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agree that physical aggression toward the therapist must be 
prohibited, there are conflicting theories regarding the value of 
setting limits on physical attacks among children. Despert |19, p. 
223] believes that children, especially young ones, should be 
allowed to fight in the playroom. According to her, symbolic act- 
ing out through toys allows children “only a limited means of re- 
lease.” The prohibition of physical attacks may seem to the 
child “equivalent to censorship—the type of which is often the 
basis of his own problem.” 

Slavson, on the other hand, believes that young children need 
external restraint when they are over-aggressive: “Unless these 
children are checked by someone outside themselves, their ag- 
gressiveness gains momentum and increases in intensity” [71, p. 
160]. 

Some therapists allow aggressive fights but keep them under 
control by serving as referee. Axline is against this practice be- 
cause “it tends to involve the therapist in a role that calls for 
assumption of authority and judgment which might at times 
appear as partiality to a certain member or members of the 
group” [2, p. 137]. Axline believes that “the ruling out of physical 
attacks should be one of the limitations of group therapy” [2, p. 
137]. 

In the opinion of the writer, there is little healing benefit in 
allowing children to attack each other physically. Besides the 
obvious danger of serious injury, such attacks merely serve to 
displace aggression from original sibling to substitute sibling. It 
is more therapeutic to channel aggressive impulses through sym- 
bolic actions against inflated clowns and family dolls and into 
rivalrous target shooting and other sublimatory, competitive 
games. 

The ruling out of physical aggression should be one of the 
limits of group play-therapy. However, this limit is not so cut 
and dried as the limit prohibiting attack on the therapist. A light 
slap or a mild fight are regarded as normal and natural by children, 
and the therapist’s hurried interference may be resented. The 
therapist may appear to them as over-protective, partial, and 
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bossy. Therefore, it is wise to delay setting the limit until some 
fighting has occurred. The therapist may then say: “I see it is not 
pley. but a fight. The playroom is for playing, not for figh 
The therapist will then point out harmless means of ventilating 
anger. He will say: “It is easy to see that you are still mad at 
each other. You may draw ugly pictures of each other on the 
board and shoot them, or you may tell in words what you think 
of one another.” If fighting breaks out again, the therapist will 
repeat the limit, adding “Try to settle your quarrel in some other 


way. 
The therapist should be alert to mirror the feelings of all the 
children involved in the fight, the bully as well as the victim. His 
tone of voice should be free of criticism or partiality, and his choice 
of words should preserve the children’s self-respect. 


A Different View on Limits 

Dorfman [21, p. 262] reports that a number of client-centered 
therapists use only one criterion for therapeutic intervention; they 
only limit activities that interfere with their ability to remain 
emotionally accepting of the child. Some of these therapists allow 
the child almost complete control over the therapy situation; the 


children may paint the therapist’s face, take toys home, urinate on 


the foor, leave the playroom at will, miss sessions, or terminate 
treatment. 

Again it must be stated that thus far there have been no pub- 
lished research studies on the comparative effectiveness of dif- 
ferent practices of limit setting. As therapists with different 
rationales and orientations report the results of their experimenta- 
tion. the more fruitful treatment techniques will become evident. 


When Should Limits Be Presented? 

There are conflicting opinions regarding the optimal time for 
introducing limits. Some therapists believe that limits should 
be stated at the outset of treatment, because children may feel 
betrayed and disappointed when confronted with limits unex- 
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pectedly. That this is true of some children can be seen from the 
following play-therapy extract. 


When Eleanor, aged thirteen, first encountered a limit, she became 
quite upset and voiced her disappointment openly. She said, “There 
isn’t a place in the world without restrictions. Even this place has some. 
I thought that here we could do anything we wanted. Now I see that 
even here there is no freedom. I am disappointed, because I wish there 
was one place in the world without any restrictions at all.” 


Nevertheless, many therapists, including the writer, are of 
the opinion that limits should not be mentioned before the need 
for them arises. There seems to be little advantage in starting 
therapy by invoking prohibitions on actions that may never occur. 
There are some disadvantages to this practice. The listing of 
limits may serve as a challenge to aggressive children and as 
catharsis deterrent to submissive ones. 


When Tommy, aged eight, first entered the playroom, he was told 
by his therapist: “You may play with the toys any way you want to, 
but you may not hit me or break toys.” Tommy became quite upset, 
and he said, “Oh, no sir, I’d never think of hitting you.” Tommy hardly 
touched a toy during the next few sessions. 


WHEN LIMITS ARE BROKEN 


With few exceptions, child-therapy writers do not acknowledge 
the obvious fact that limits are sometimes broken by child 
patients. Few suggestions can be found in the literature for deal- 
ing with this phase of therapy. Even writers who emphasize the 
vital role of therapeutic limits omit specific discussion of what is 
to be done when a limit is broken. 

In dealing with limit breaking, Axline stresses the therapist’s 
need to remain accepting of the child. Even when a child breaks 
a limit, the therapist should “stay right there with her reflection 
of feelings.” Axline recommends that the therapist try to prevent 
the breaking of a limit, “if she can do so without engaging in a 
physical battle with the child” [2, pp. 132-133]. 
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The question is: What is to be done when the child does engage 
in a physical battle with the therapist? Some therapists [14] 
suggest that, after an initial warning, the therapist should 
terminate the session and put the child out of the playroom. 

This writer objects to expelling a child from the playroom, 
regardless of his transgression. Besides conveying rejection, eject- 
ing a child is a dramatic way of telling him that he can defeat 
adults. This admission of failure on the part of the adult is of 
no benefit to the child. It may well prove to him the suspicion 
that he is hopeless and helpless; since he can defeat all adults, 
no one remains to help him. No blanket recommendation can be 
made on how to deal with the child’s aggression, since the 
therapeutic reaction will depend on the meaning of the child’s 
specific action. Some aggressive children cannot accept the 
therapist and his friendly overtures because they have never 
recognized or accepted any external authority. These children 
may need the experience of submission to an adult who is firm, 


just, and strong. 


When Joel, aged nine, insisted on throwing a chair at the therapist in 
spite of verbalized limits and reflected feelings, the therapist got up and 
said calmly, “I am bigger and stronger than you.” The boy put down 
the chair and started cursing the therapist, who helped him verbalize 


his choking anger. 


It must be added that this method of limiting aggression should 
be applied only in specific cases when other means have failed 
to achieve results. However, when a child has a false sense of 
omnipotence, expressed in neurotic defiance, submission to the 
authority of an adult may be clinically indicated and may prove 
helpful. 

Another method used successfully by some therapists is to 
transfer a very defiant child from individual to group therapy. 
An aggressive child who insists on attacking the therapist and 
on breaking limits may be put in a group of older children. 
Usually, instead of continuing his defiance, such a child will 
seek the therapist’s friendship as a protection against the actual 
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or anticipated aggression of the other children. The older group 
mates frequenily are able to convey more directly and more 
potently than the therapist that limits must be observed. The 
following play-therapy sequence will serve as an illustration: 


Nine-vear-old George resented bitterly the few limitations set in the 
playroom as part of therapy. He claimed to be “superman” and seemed 
intent on destroying the toys, damaging the room, and attacking the 
therapist. When George was transferred from individual therapy into 
a group of older boys, he tried to continue his aggressive pattern. 
However. in the group, George met some rival supermen. 

When George threw a wooden block at ten-year-old David, the 
boy looked at him with surprise and in a very convincing voice he 
echoed one of the playroom limits: “This is not for throwing,” he said. 
When George deliberately shot a dart at his face, David became ang 


He took hold of George, shook him, and said, “Look, the playroom is 
for playing. not for hurting. This is the law in here.” 

“I'm above the law.” said George. “I’m superman.” 

“Shake.” said David, extending his hand. “I’m superman too.” 

“I’m super-superman,”” answered George. 

“And I’m super-super-superman,” retorted David. 


The boys burst out in loud laughter. 
The therapist said. “Both of you are supermen and above the law?” 
“No,” answered George, “nobody is above the law.” 


The therapeutic process requires that the therapist consistently 
adhere to his role as a firm though kindly figure in whom the child 
can find an ally for his struggling ego. In dealing with a child 
who has broken a limit, the therapist must maintain a calm 
authority and must not become argumentative and verbose. He 
must not be drawn into an intellectual discussion about the 
fairness of the limit, nor should he give the child a long rationale 
for it. It is unnecessary to explain to a child why he must not hit 
the therapist, beyond saying that “people are not for hurting.” 
or why he must not break the window, beyond saying that “win- 
dows are not for breaking.” A limit not only conveys a restriction; 
it also asserts a desirable human value. 

When a child breaks a limit, his anxiety mounts because he 
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anticipates retaliation. The therapist must not increase the child’s 
anxiety. If the therapist becomes verbose or argumentative, he 
conveys his own uncertainty to the child and engenders addi- 
tional anxiety. The following excerpts illustrate an undesirable 
approach to limits: 


Mr. M: I can see nothing will satisfy you until you’ve hurt me. 
You're determined to have it your way, but I’m just as determined 
not to be a target for your attacks. If you persist I’m going to have 
to make all these things out of bounds for the rest of the time. 
(Brian laughs in my face as I talk to him. He pulls away.) .. . 
[58, p. 18]. 

Mr. M: It’s as hard for me to have to hold you as it is for you to 
be held. I know you are doing what you feel you must, but we 
have reached a point now where I am also doing what I feel I must. 
(Brian screams and laughs shrilly.) [58, p. 19.] 


A limit should not be invoked in language that constitutes a 
challenge to the child’s self-respect. The following excerpt will 
serve as an illustration of undesirable practice: 


Brian: Will you play tick-tack-toe with me? 

Mr. M: Yes, if you'd like me to, but I saw your thought. I know what 
you intend doing. If you throw one more item at me, I’m going 
to have to do something drastic. (The game begins. Suddenly 
Brian begins laughing wildly. He throws the chalk and eraser at 
me. He tries to run to the “out-of-bounds” area. I block his path. 
He picks up a pile of books and throws them.) 

Mr. M: All right, Brian. Everything in the room is out of bounds . . . 


[58, p. 19]. 


In enforcing limits, the therapist must be careful not to initiate 
a battle of wills. To this writer, the following approach would 


seem unhelpful: 


Tim: I'm going to play longer today. . . . This isn’t your house. 


I’m not going. f 
Mr. M: You say you're not, but I say you are [58, p. 16]. 
Such a statement can only have two conclusions, both of them 


undesirable: defeat for the therapist, or defeat for the child. A 
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better approach would have been to focus on Tim’s desire to 
remain in the playroom rather than on his threat to defy authority. 
For instance, the therapist might have said, “I can see that you 
like it here very much, and would like to stay longer. But time is 
up for today.” If after several such reflections by the therapist 
Tim is still persistent, the therapist may take him by the hand 
and lead him out of the playroom. With young children, action 
frequently speaks louder than ideation. 


THERAPEUTIC LIMITS AND THEORETICAL ORIENTATION 


Judging from the literature, psychoanalytic therapists are less 
preoccupied with the problem of limits than are non-directive 
therapists. While extensive discussion of limits can be found in 
non-directive publications [2, 14, 21, 54], only passing references 
to this subject appear in psychoanalytic writings [66, 74]. On this 
basis, one might assume that psychoanalytic therapists employ 
fewer limits than non-directive therapists. 

A study by Ginott and Lebo [34] sought to determine whether 
limit setting is related to the therapist’s theoretical orientation. 
This study hypothesized that therapists of different schools do not 
differ in the number or the kind of limits that they employ in 
play-therapy. Answers to a questionnaire on limits were received 
from 227 play-therapists' (100 psychoanalytic, 41 non-directive, 
and 86 adherents of other schools). The therapists indicated 
whether or not, in play-therapy with emotionally disturbed 
children aged three to ten years, they used any of a given list of 
54 limits (see pp. 121-123). 

The study showed that therapists of the three approaches em- 
ployed a similar number of limits in their work with children. The 
mean number of limits used by psychoanalytic therapists was 
37 (25 ordinarily, 12 sometimes): by non-directive therapists, 35 
(26 and 9); and by “other,” 38 (27 and 11). However, 


19 I therapists 
of the different orientations differed in the kinds of limits 


they used. 


1 Most of them were psychologists; a few were soci 


al workers or psychia- 
trists. 
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Of the 54 items, 14 were used differentially according to therapist’s 
orientation. Finally, the study showed that, regardless of orienta- 
tion, child therapists employ a considerable body of prohibitions 
in their work. Thus, in the area of physical aggression against the 
therapist, practitioners of all schools concurred to the same degree 
in prohibiting a child from squirting water on the therapist, paint- 
ing his clothing, throwing sand, or forcefully attacking him. They 
differed, however, in that non-directivists were significantly more 
permissive in allowing a child to shoot darts at the therapist or to 
hit him and significantly less permissive in allowing a child to 
tie up the therapist. 

In the area of physical aggression against equipment, practi- 
tioners of all schools concurred to the same degree in prohibiting 
a child from spilling sand, painting walls and furniture, starting 
fires, breaking windows and inexpensive toys, and throwing 
objects around the room. They differed however, in that non- 
directivists were significantly more permissive in allowing a child 
to pour much water into the sand box and to paint and break 
expensive toys. The “other” therapists were the least permissive 
in allowing the painting of inexpensive toys. 

In the area of socially unacceptable behavior, practitioners of 
all schools similarly prohibited a child from smoking, using racial 
slurs, speaking or writing profanities in the playroom, making 
obscene objects, painting his face or clothes, undressing, and 
masturbating. They differed, however, in that the “other” ther- 
apists were significantly less permissive in allowing a child to 
urinate or defecate on the floor. 

In the area of safety and health, practitioners of all schools 
similarly prohibited a child from exploding a whole roll of caps, 
climbing on high window sills, drinking dirty water, or eating 
mud, chalk, or finger paints. They differed, however, in that the 
non-directivists were more permissive in allowing a child to 
light matches in the playroom. 

In the area of playroom routines, practitioners of all schools 
similarly prohibited a child from taking home toys or clay objects, 
turning off the lights, leaving or over-staying, bringing in a 


120 GROUP PSYCHOTHERAPY WITH CHILDREN 


friend, and talking to passers-by. They differed, however, in that 
the non-directivists were more permissive in allowing a child to 
decide whether or not to enter the playroom, to read books, and 
to do his schoolwork there. The psychoanalytic therapists were 
more permissive than members of the other two approaches in 
allowing a child to bring drinks and food into the playroom. 

In the area of physical affection, practitioners of all schools 
similarly prohibited a child from sitting on their laps, hugging 
them, and kissing them. They differed, however, in that non- 
directivists were less permissive in allowing a child to fondle them. 

Using the same sample of therapists, Ginott and Lebo [35] 
investigated the most- and least-used play-therapy limits. The 
mo-t-used limits pertained to protection of playroom property, 
V- safety, and the therapist’s attire. Over 90 per cent of all 
therapists regularly set limits on breaking windows, 


drinking 
y water, and painting the therapist’s clothing. Over 80 per 
cent of all therapists prohibited the child from yelling profanities 
at passers-by, and over 70 per cent prohibited him from force- 
fully attacking the therapist and from painting walls and doors. 

Breaking furniture and fixtures was prohibited by more than 
90 per cent of the analytic and “other” 
80 per cent of non-directivists. 


therapists and by over 
Urinating and defecating in the 
playroom and climbing on high window sills was prohibited by 
more than 80 per cent of the “other” therapists and by over 70 
per cent of the non-directive and psychoanalytic therapists. 

The least-used limits pertained to symbolic expression of 
socially unacceptable behavior and to playroom routines, Only 
10 per cent or less of all the apists set limits on using racial slurs, 
speaking profanities, writing four-letter words, 
making obscene objects, throwing rubber toy 
taking home paintings made there. i 

Twenty per cent or less of all therapists prohibited the child 
from painting his face. Taking home clay objects was prohibited 
by 10 per cent or less of the psychoanalytic therapists and by 
20 per cent or less of the non-directivists and “others.” Bringing 
food into the playroom was prohibiteq by 10 per cent or less of 


drawing or 
s in the room, and 
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the psychoanalytic therapists and by 30 per cent or less of the 
non-directivists and “others.” 

Reading books in the playroom was prohibited by only 10 per 
cent or less of the psychoanalytic and non-directive therapists 
and by 20 per cent or less of the “others.” Allowing the child to sit 
on the therapist’s lap was prohibited by 10 per cent or less of the 
non-directivists and “others” and by 20 per cent or less of the 
psychoanalytic therapists. 

A child’s refusal to enter the playroom was honored by many 
therapists. Only 20 per cent or less of the non-directivists and 
30 per cent of the psychoanalytic and the “other” therapists in- 
voked a limit requiring the child’s entrance. Painting inexpensive 
toys was prohibited by 20 per cent or less of the psychoanalytic 
and non-directive therapists and by 30 per cent or less of the 


“others.” 

Two patterns emerge clearly from this study: 

1. Child therapists show great permissiveness in some areas 
that are prohibited in society at large. They allow children to 
verbalize profanities, to write four-letter words, to draw, paint, 
and make obscene objects, and to use racial slurs. Aware of 
uititude, therapists do not allow children to yell profani- 


society 
ties at passers-by. 

2. Blatant physical aggression is not tolerated in the playroom. 
Children are not allowed to destroy costly furnishings and ruin 
equipment or to attack the therapist physically. 

The list of limits used in the Ginott-Lebo studies is as follows: 

1. Taking home a playroom toy 
2. Taking home a painting he made 
3. Taking home an object he made of clay, etc. 
4. Deciding whether or not to enter the playroom 
5. Leaving the playroom at will 
6. Turning off the lighis for a long while 
7. Pouring a generous amount of water in sand box 
8. Spilling sand any place in the room 
9. Spilling as much sand as he wants 
10. Painting inexpensive toys 
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. Painting expensive toys 

. Painting or marking walls or doors 

. Painting or marking furniture 

. Prolonging his stay at the end of the session 
. Bringing a friend 

. Bringing drinks or food to the playroom 

. Lighting matches brought with him 

. Smoking 

. Starting small fires 

. Reading books he brought with him 

. Doing his schoolwork 

. Breaking inexpensive toys 

. Breaking expensive toys 

. Damaging furniture and fixtures 

. Breaking windows 

. Opening door or window and talking to passers-by 
. Using terms such as nigger, mick, or kike 

. Verbalizing profanities in the playroom 

. Yelling profanities at passers-by 

. Writing four-letter words on blackboard 

. Drawing, painting, or making obscene objects 
. Painting his face 

. Painting his clothes 

. Exploding a whole roll of caps at once 

. Climbing on window sills high above the ground 
. Hitting the therapist mildly 

. Squirting water on the therapist 

. Painting the therapist’s clothes 

. Throwing sand at the therapist’s shoes 

. Throwing sand at the therapist’s person 

. Throwing rubber objects around the room 

. Throwing hard objects around the room 

. Tying the therapist up playfully 

. Shooting suction-tip darts at the therapist 

. Attacking the therapist with some force 

. Sitting on the therapist’s lap 
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47. Hugging the therapist for long periods of time 
48. Kissing the therapist 

49. Fondling the therapist 

0. Completely undressing 

51. Masturbating openly 

52. Drinking polluted water 

53. Eating mud, chalk, or finger paints 

54. Urinating or defecating on the floor 


SUMMARY 


This chapter discusses the implications of permissiveness and 
the application of limits in child treatment, and proposes a ra- 
tionale for the use of limits in individual and group play-therapy. 
Limits direct catharsis into symbolic channels, enable the therapist 
to remain accepting of the child throughout treatment, assure the 
physical safety of therapist and child in the playroom, and 
strengthen ego controls. Some limits are set for reasons of law, 
ethics, and social acceptability, and some because of budgetary 
considerations. The chapter suggests techniques of limit setting, 
describes limits conducive to effective therapy, and differentiates 
between desirable and undesirable methods of dealing with limit 
breaking. It also presents studies on the use of limits by therapists 


of different theoretical orientations. 


9 


THE CHILD THERAPIST: 
SOME QUALITIES 
AND QUALIFICATIONS 


LL schools of psychotherapy consider the personality 

of the therapist, his interest in people, and his 

attitude toward patients to be significant factors in the treat- 

ment endeavor. Patients never cease to react to the personality 

of the therapist; they are aware of his fundamental attitudes and 

respond even to his transitory feelings and errant thoughts. This 

is particularly true of children. With the keenness of built-in radar, 

children register the therapist’s emotional tones and react to his 

covert hostility, suppressed anger, and disguised disappointment, 
as well as to his hidden joys and satisfactions, 

124 
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In view of the importance of the therapist’s personality, there 
is a need for an articulate description of the kind of personal and 
professional qualifications demanded of a child therapist. This 
chapter discusses some of the necessary personality qualities and 
training qualifications of therapists who treat children. 


Child Therapy—a Sub-specialty 


Child therapy is a sub-specialty requiring personality traits and 
training techniques not automatically or readily transferrable 
from adult therapy. Even a highly trained clinician with many 
years of experience in adult therapy is professionally unqualified 
to engage in child therapy unless he has had supervised prepara- 
tion for work with children. The importance of specific prepara- 
tion for differential treatment tasks cannot be over-stressed. Be- 
sides a theoretical knowledge of the psychosexual development of 
children, clinicians who expect to work with children in therapy 
should have training and supervision in individual and group play- 
therapy as well as in activity- and interview-therapy. Experience 
alone cannot be a substitute for supervised training; ten years of 


work may in reality add up to no more than one year of error-full 


experience and nine years of repetition. 


The Role of the Therapist 
The main role of the therapist in child treatment is to create 
re in which children are motivated to learn about their 


an atmosphe 
role is to provide security 


selves and their world. The therapist’s 
for children to explore and express their innermost selves—their 
fears, hatreds, and guilts as well as their strivings for apprecia- 
tion, independence, and status. The therapist creates the thera- 
peutic atmosphere by experiencing in his own person acceptance 
of the child as he truly is and by communicating this acceptance to 
the child. The therapist can have no reservations about respecting 
the child, attach no conditions to regarding him as a person of 
worth, and have no feelings of “I like you if you behave thus 


and so.” 


Children learn that in the presence of this adult they can vent 
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any feelings without being interrupted, questioned, or criticized. 
The therapist’s consistent, non-judging attitude enables children 
to face their feelings openly. Each child can examine his emotions, 
animate them or deflate them, and experience within himself that 
feelings are changeable. 

Throughout the contacts, the therapist’s vital function is to 
listen with sensitivity. This kind of listening will enable him to 
respond with skill to the manifest and latent meanings of children’s 
verbal and play expressions. Play activity is the child’s native 
tongue—his natural way of showing how he feels about himself 
and the significant persons and events in his life. The therapist 
must be able not only to comprehend play-language but also to 
communicate his understanding clearly to the child. The sequence 
of the child’s activities and the therapist’s responses should be- 
come a psychologically meaningful conversation, leading to the 
child’s core problems. 

The unwavering regard that the therapist maintains for the 
child throughout the relationship makes it possible for the child 
not only to act out his inner self but also to accept it, appreciate 
it, and respect it. The therapist’s acceptance gives to the child 
a sense of self-worth. The child feels that, if he is respected, 
perhaps he deserves to be loved. With the child’s recognition of 
his personal worth comes a grea‘er belief in his own adequacy to 
cope with the world of events and relationships. Thus it is the 
adult’s attitudes and skills that turn an ordinary playroom into a 
helpful world. It is the unique ability to give neither praise nor 
censure, reward nor punishment, approval nor disapproval, and 
yet to convey vital interest and sincere concern that makes a 
person a therapist. The capacity to establish and maintain a 
consistent, non-judging, emotional relationship with the child is 
often the differentiating quality between effective and ineffective 
child therapists. 

Another important function of a child therapist is that of 
setting limits. It is essential that the therapist be free of guilt and 
anxiety in this role. He should look at limit setting not as a 
necessary evil but as a vital aspect of the treatment process. 
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Personality Qualifications 

Therapeutic personality traits for work with children do not 
come as a by-product of any specific academic degree. Thera- 
peutic qualifications depend on degrees of another kind: “degree 
of judgment, degree of insight, and degree of empathetic capacity 
...” [61, p. 19]. To work with children in play-therapy, the 
adult should not be too old in spirit or years to empathize with 
youngsters. He should not be overly “mature” and without some 
of those irrational qualities of youth that enable grownups to 
stand, withstand, and understand children. 

The field of child therapy may attract some persons who have 
intense needs to be liked by children. A child therapist must be 
able to like children, but he must not have a strong need to be 
liked by them. Therapists who need children for their own gratifi- 
cation find it hard to set and maintain necessary therapeutic 
limits. They are afraid of losing the child’s love and are reluctant 
to deny a child anything, including the control of treatment. 
Spontaneous positive feelings of children toward their therapist 
are welcome in therapy; it is an emotion of a different color, how- 
ever, when out of his own unfulfilled love needs the therapist 


makes a bid for affection. Children sense the adult’s hunger for 
most. The playroom becomes a seller’s 


captive customer. The real danger lies 


in the fact that children cannot derive strength from a therapist 
who needs them for his own ego support. Therapy proceeds by 
identification, and a love-starved therapist is a poor model for 
identification. Furthermore, his weakness elicits sadistic feelings 
in the child and subsequently guilt about the sadism. Such 
therapy sometimes culminates with an aggressive attack on the 
therapist by the child, and although the therapist 1s not usually 
destroyed, the therapy frequently is. 


The effective child therapist mus o 
the expression of all feelings and strong enough to prohibit the 


performance of some actions. He should have a certain degree of 
stoicism to give him patience, an optimistic outlook to prevent 


love and exploit it to the ut 
market and the therapist a 


t be secure enough to allow 


128 GROUP PSYCHOTHERAPY WITH CHILDREN 


anxiety, and some insouciance about destructiveness. A therapist 
must know with what age group he can function most sponta- 
neously, but he should learn to empathize with children of various 
ages. 

The capacity for empathy is the most outstanding requirement 
in all forms of psychotherapy, but it is the essence of child 
therapy. The chronological distance and the psychological chasm 
that separate children from adults can be bridged only by an 
all-out effort of heart and mind. A child therapist must have the 
keenest ability to respond genuinely and accurately to the child’s 
private world, without being infected by it or without his own 
anger, fear, or confusion being reactivated. 


The Child’s Conduct and the Therapist’s Conscience 


Disturbed children confront every therapist with a heavy 
emotional burden. Play-therapy, particularly group play-therapy, 
provides many opportunities for testing the stability of the ther- 
apist and for bringing even the most accepting adult to the 
brink of his endurance. Child therapy can prove to be very in- 
structive to the therapist, often teaching him some uneasy lessons 
in self-knowledge. In play-therapy, for instance, an adult soon 
learns within his own person whether he is really permissive or 
only thinks he is. In the course of a few minutes, he may witness 
scenes that violate his fundamental rules of conduct and 
basic values of conscience. A situation such as the following 
would certainly test the affective equilibrium of any therapist. 


When eight-year-old Don entered the playroom for his tenth plav 
session, he proclaimed the place “an emergency toilet” and the time 
as “shit day.” With one swing of his arm, he swept the neatly arranged 
toys to the floor. He emptied a bottle of starch, mixed it with sand 
and paint. and smeared himself from head to toe. He started destroying 
the family dolls and house utensils, while yelling at the top of his 
lungs four-letter words relevant to encopresis, enuresis, and 
sexual practices. 


a variety of 


Therapists, particularly of middle-class background, with 
strong needs for order, neatness, and decorum, encounter dif- 
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ficulties in the playroom when confronted with aggression, sex, 
profanity, and dirt. Despite their efforts to be accepting, they 
experience resentment and anxiety and they react with shock 
and embarrassment. They may try to be permissive, but their 
viscera will not permit it. They can tolerate wanton destruction, 
dirty messes, and four-letter profanity for a short while only: 
when such provocations continue, they experience within them- 
selves a dangerous surge of anger, disgust, and panic. Constant 
self-restraint exhausts their reserve of energy and leaves them 
emotionally and physically drained. Not infrequently they are 
ready to leave the field of child therapy in despair and failure. 

Feelings of resentment frequently spring up in the therapist 
toward children who exploit and dominate other children. For 
instance, the first child to enter the playroom frequently takes all 
the guns or all the clay for himself and refuses to share with other 
members of the group. Some therapists, out of a social sense of 
fairness or because of over-identification with the deprived, find 
it difficult not to intervene to ensure a more equal distribution of 
wealth. In order to enforce justice, they feel compelled to shed 
their impartial role. Thus they deprive the children of reality- 
testing events and opportunities to make choices and assume 
responsibilities. 


Pseudo-therapeutic Qualities and Practices 
hemes may tend to 


Child therapists who come from punitive end 1 
ı general. It is dif- 


feel resentful toward mothers and fathers ir 
ficult for them to remain objective when the case histories reveal 
excessive parental cruelty; e-8 4 mother punishing a boy with 
polio by taking away his crutches and r 
Although these therapists can identify with youngsters, they may 
not make suitable child therapists. Therapy aims to relieve chil- 
dren of their hatreds. A therapist who is antagonistic to parents 
may unwittingly reinforce a child’s hostility toward his family, 
thus increasing rather than decreasing filial discontent. Such 
differential attitudes toward parent and child are best exemplified 
by the play-therapist who is delighted when a child attacks a 


endering him helpless. 
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mother doll but is vexed when a mother in treatment derogates 
her child. Parents can usually sense the therapist’s hostile atti- 
tude, and they withdraw their children from treatment. Bruch 
sums up the matter: “One cannot treat a child successfully, if one 
does not respect his [the child’s] parents” [16, p. 169]. 

Some adults enter the field of child therapy with missionary zeal 
and a rush-to-the-rescue attitude. Even though they “adore” little 
children, they make poor therapists. They are over-sympathetic 
and easily heartbroken. The children’s unhappiness activates 
their own pains, and they become preoccupied with their own 
suffering. The result is that, instead of maturity and inde- 
pendence, these therapists foster self-pity and confusion. 

Some therapists try to eliminate the traditional distance be- 
tween adult and child by becoming the child’s “buddy.” They 
easily regress to the patient’s age and stage and relate to him as 
child to child, instead of as person to person. In the playroom they 
devaluate their status by participating in activities on the child’s 
level; they may sit on the floor, involve themselves in children’s 
games, and occasionally even respond in baby talk. They 
placate the children by being over-permissive and sanctioning 
all their behavior. In spite of their seeming warmth, such ther- 
apists are incapable of maintaining a prolonged, consistent rela- 
tionship with children. They experience too intense positive or 
negative feelings toward their young patients. They are distressed 
if a child feels unhappy and overjoyed if he makes some progress. 
These therapists are frequently unaware of how threatened they 
themselves may become at the emergence of turbulent emotions 
and violent acts. Taken by surprise, they may react by turns 
punitively and placatingly. Such behavior is both confusing and 
frightening to young children, for they can recognize in the 
therapist’s reaction the anger that they evoke in others. The 
adult’s anxiety proves to them that their impulses are dangerous. 

Some child therapists do not assume an objective role in ther- 
apy because they believe in acting the part of a loving pare 
ing to neutralize the ill effects of early parental cruelty, th 
apists assume a manner of extreme 


try to 


nt. Hop- 
ese ther- 
kindness and paternalism. 
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They praise the children profusely and show excessive admira- 
tion for any trivial accomplishment. They even grant direct 
erotic gratification by allowing hugging and kissing and other 
playful games between “parent” and child. Such ardent attempts 
to become intimate with children usually fail to inspire confidence 
or elicit friendship. The excessive show of warmth only serves 
to increase anxiety in children accustomed to rejection. Because 
they expect counter-aggression from adults, they are suspicious 
of closeness that is thrust upon them. Direct advances are 
especially threatening to children with oedipal conflicts, who 
are overwhelmed when a love object attempts to get too close to 
them. Such children need a strong positive attachment to a person 
who is willing to remain at a safe distance. A passive but interested 
therapist enables children to establish a relationship of trust at 
their own pace. 

When the therapist abandons objectivity and assumes a parental 
role, other disadvantages accrue; his over-involvement in thera- 
peutic progress inhibits children’s initiative for self-direction and 
change, For example, in times of positive relationship, children 
may “please father” by giving up symptoms without changing 
in periods of negative transference, they may 


underlying needs; 
mptoms and undesirable 


“punish father” by retaining annoying sy 
behavior. In either event, therapy is retarded. 

Some therapists tend to have differential attitudes toward 
Some find it difficult to empathize with bullying, 
ed children, while others over-react emo- 
tionally to the weak and meek. The reasons for the therapist’s 
likes and dislikes of particular children may be rooted in identifica- 
tions from his own childhood or may be related to previous thera- 
peutic success or failure. As a rule, a therapist likes children who 
respond rapidly to treatment. Such children enhance the ther- 
apist’s professional self-image and status. Children who do not 
progress in treatment are frustrating and threatening. They re- 
awaken dormant feelings of inadequacy and instill doubts as to 


one’s fitness for the profession. 
A therapist cannot be expected to work 


youngsters. 
screaming, or runny-nos' 


equally well with all 
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children. He cannot be expected to have the same feelings toward 
all patients at all times. Mild variations in feeling toward children 
is a normal phenomenon among all therapists. Some children who 
seem like textbook cases are interesting to work with while others 
are tiring. These mild likes and dislikes do not hamper therapy 
if the therapist is objective about his non-objectivity, is aware of 
his reactions, and makes an effort to resolve his biases. 

However, when a child’s behavior so gnaws at the therapist that 
it drastically affects his capacity for empathy, then the therapist 
himself may need help. Therapeutic empathy must be independ- 
ent of love for a particular child. Mature empathy is an outcome 
of the therapist’s abiding faith in the process of growth and in 
the catalytic role that he, as a clinician, plays in the unfolding of 
potentialities. 

An occupational hazard that may seriously interfere with the 
effectiveness of even an experienced therapist is preoccupation 
with his own therapeutic “smartness.” As Slavson puts it: “When 
one is too aware of himself and of his cleverness, insights and 
good technique, one loses sight of the patient” |74, p. 205]. Even 
an experienced therapist must approach every new case with the 
care, devotion, and uncertainty of a researcher who is testing a 
new hypothesis. 


The Adult’s Gratifications in Child Therapy 


This chapter has dwelt at length on the emotional hardships 
which confront an adult by the very nature of his therapeutic 
work with children. In fact, Slavson [71, p: 
that a child therapist should be “one whose adjustment to life is 
on the side of masochism. . . .” However. beside hardships, child 
therapy affords the adult many gratifications and satisfactions, 
such as vicarious reliving of childhood experiences insightfully, 
overcoming of childhood fears and aversions, obtaining intellec- 
tual stimulation through contact with bright youngsters, testing 
hypotheses about human conduct, increasing understanding of 
child-development principles, learning to be a better parent, feel- 


174] recommends 
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ing needed by clients, doing work that gives purposefulness to 
life, and earning money, prestige, and status. 

In order to remain maximally effective, every therapist should 
have a clear appreciation of the particular gratifications that he 
derives from working with children. Unless he is aware of the 
nature of his reactions and relationships, he may unconsciously 
use the therapy situation for his own pursuit of happiness, to the 
detriment of the patient and of his own professional growth. A 
satisfying personal life outside the professional field is a necessary 
safeguard against the ever-present temptation to use patients for 


the fulfillment of private needs. 


The Therapist’s Mental Health 


The therapist’s own mental health is a vital factor in the inti- 
mate relations of therapy. There is no evidence at present to sug- 
gest (and we must not assume a priori) that therapists’ conflicts 
are qualitatively different from patients’ conflicts. It is reasonable 
to assume that, regardless of orientation and training, therapists 
are not devoid of their share of frustration and aggression, hos- 
s Fromm-Rei 


tility. and resentment, anxiety and insecurity 
mann puts it: “We differ from our patients, not in kind, only i 
degree” [29, p: 171]. 

To maintain better mental health, Dollard and Miller [20, p. 
417] suggest that therapists develop “neurosis-resistant habits.” 
According to them, it is better that the therapist be married than 
single: have a stable normal rather than a stable abnormal sexual 
adjustment; show evidence of good conscience in dealing with his 
be a professionally responsible and cooperative 


personal affairs; é 
person rather than a lone wolf or a prima donna; have some viable 


sublimations rather than an incontinent preoccupation with pro- 


fessional work: have a sense of humor. These suggestions scem 
reasonable enough, but they need to be validated by research. 

Tt is generally agreed that every therapist must acquire enough 
insight about his own emotional difficulties to prevent or minimize 
their radiation into his professional work. This can hopefully be 
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accomplished in a formal analysis. However, it is a mistake to 
assume that a personal analysis can immunize the therapist per- 
manently against blind spots and deviant emotional reactions. 
Analysis may help a therapist to become aware of his problems. 
It may diminish the intensity and range of the problems and 
make them more accessible to ego control. But ingrained charac- 
teristics do not disappear into thin air. There is, therefore, a 
never-ending need for honest self-searching and regular consulta- 
tions with colleagues throughout the professional life of a thera- 
pist. 

The talent and desire for self-confrontation are indispensable 
elements for the continued growth of a therapist. Throughout his 
active career, every therapist must continue to evaluate his prac- 
tice and person. Only through self-confrontation can a therapist 
be aware of his shifting moods and feelings, their impact on pa- 
tients, and the reverberations within himself. To a large degree, 
these silent communications determine the effectiveness of the 
therapist and the success or failure of therapy. 


SUMMARY 


The main assumption of this chapter is that in child treatment, 
as in all treatment, the personality of the therapist is a most vital 
variable. A distinction is made between those who are qualified 
to be child therapists and those who are not. The chapter describes 
some of the necessary training requirements and personality traits 
of the effective child therapist, points out the special pitfalls of 
child therapy, unmasks some pseudo-therapeutic traits and prac- 
tices, calls attention to the importance of the therapist’s gratifica- 


tions, and discusses the significance of the therapist’s own mental 
health. 


10 


RESEARCH IN PLAY-THERAPY 


HE last decade witnessed the emergence of signifi- 

cant research in psychotherapy with adults. The 

published studies’ reflect progressive movement from haphazard 
and naive inquiries toward the investigation of sophisticated hy- 
potheses based on theoretical rationales. Unfortunately, no such 
parallel progress can be reported on research in child psychother- 
apy; for the most part, this field has been fallow and the yield 
meager. 
The difficulties of conducting research in play-therapy are 
formidable. The mere collecting of raw data is almost an in- 
surmountable task. Sound recordings must be integrated with 
detailed descriptions of play-behavior, and the cost of such in- 
vestigations is beyond the means of an individual researcher. 
Community clinics, which formally encourage research, in actu- 


1 See the list of 60 references [81, pp- 447-448]. 
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ality seldom provide sufficient budgets for it. In addition, the 
mounting demand for service and the long waiting lists weigh 
heavily on a therapist’s conscience, so that he does not usually 
allow himself the time for research. The purpose of this chapter 
is to review critically the available studies in play-therapy and 
to point out areas for needed research. 

The process of play-therapy has never been subjected to a 
large-scale investigation; the few available studies in this area are 
all based on a small number of cases. Landisberg and Snyder [39] 
examined the protocols of four children aged five to six, who were 
seen by three non-directive therapists. Three of the cases were 
considered successful and one incomplete. The study found simi- 
larities in the play-therapy process from case to case; during ther- 
apy, children increasingly released feelings in activities and con- 
versation, with emotional release rising from 50 per cent during 
the first two-fifths of therapy to 70 per cent during the last three 
quintiles. Most of the children’s feelings were directed toward 
others rather than to themselves or to the therapist. Negative 
feclings increased in frequency as therapy progressed, whereas 
positive feelings (30 per cent of the responses) remained at the 
same level throughout therapy. No insightful statements were 
made by the children. 

The findings reflect some differences between the process of 
non-directive play-therapy and that of adult therapy; studies in 
adult therapy [69] indicated that in the last quintile of therapy 
positive feelings (toward self and others) outweigh negative feel- 
ings, statements of insight increase in number, and there is a move- 
ment from symptom exploration to sel f-exploration. None of these 
trends emerged in the Landisberg-Snyder study; as therapy pro- 
ceeded. negative feelings toward self increased, expression of 
feling: was directed toward others, and no statements of insight 
emerged. Nevertheless, on the basis of this study. it cannot be 
assumed that there are true differences between the psychotherapy 
process of adults and children; in a sample of only four cases. 
observed discrepancies may be entirely due to sampling error. 
Several Haws in the design of the study should be pointed out. 
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1. The therapy sessions were not electrically recorded, so ver- 
batim transcripts were not available. 

2. The analy of client therapist responses was based on 
categories derived not from children’s statements but from adult 
protocols. 

3. The sample was small, and the subjects were homogeneous 
in age (five to six years). Therefore the findings, even if true for 
this age, cannot be generalized to the play-therapy process at 
other age levels. 

In another study of the process of play-therapy, Finke [24] 
used categories derived from the analysis of children’s protocols. 
The study involved six children, aged five to eleven, who were 
seen by different therapists. The number of contacts per child 
ranged from 8 to 14. The protocols revealed similar trends for 


the different children: 

1. In the first stage of therapy, a child is either reticent or 
verbose. If he is to show aggression during therapy, much of it 
will be evoked at this stage. 

2. In the next stage, if aggression has occurred, it is now de- 
creased, The child continues to test the limits of the play situa- 
tion. Imaginative play is indulged. 

3. In the last stage, the child makes great efforts to establish 
a relationship with the therapist and attempts to draw him in‘o 
his play and games. 

As in the previous study [39], characteristics of verbal adult 
therapy did not appear in the examined play-therapy protocols. 
No trends were found for positive or negative statements about 
self, family, home, etc. Finke concluded that non-directive play- 
therapy had its own characteristic pattern. > A 

Finke’s generalizations must be accepted with caution: they 
were derived by averaging the data from six cases, but there was 
considerable variation between individual children. The study 
has several limitations: 

1. The protocols were b 


on typescripts of electrical recordings. . : 
2. The study was restricted to the analysis of children’s verbal 


ased on the therapist’s notes and not 
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statements and did not take into account expression of feelings 
through play activities. 

3. The researcher ignored the wide chronological age range 
among the six children in the sample, disregarding the possibility 
that the character of children’s verbal statements may vary from 
one age level to another. 

That chronological age affects the process of play-therapy was 
shown in a study by Lebo [40]. Using Finke’s categories, Lebo 
studied the relation between age and type of statements made by 
children in play-therapy. 

Twenty children, equated for intelligence and social adjust- 
ment, were seen in three play-therapy sessions by the same thera- 
pist in the same playroom. Five age levels were represented, with 
two boys and two girls at each level. The children were four, six, 
eight, ten, and twelve years of age. Fifteen pages of verbatim- 
style notes were then categorized and analyzed. It was found that 
maturation, as represented by chronological age, accounted for 
some definite trends in the types of statements made by children 
in play-therapy. As the children became older, they told the ther- 
apist fewer of their decisions, they spent less time in testing lim- 
its, they made fewer attempts to draw the therapist into their 
play, and they voiced more of their likes and dislikes. 

In another study, Lebo [42] hypothesized that twelve-year-old 
children will make fewer statements while using toys than will 
children at younger age-levels. The experimental data consisted 
of 4,092 statements made by 20 normal children, 10 boys and 10 
girls, aged four, six, eight, and twelve, each child being seen for 
three play sessions. 

The hypothesis received support; fewer statements were made by 
twelve-year-olds than by any other age group. The usual toys were 
more unpopular with twelve-year-olds than the non-recommended 
toys. The unpopularity of “baby toys” was not a gradually devel- 
oping process; such toys adversely affected twelve-year-olds but 
not children of younger ages. Lebo concluded that “children who 


reached the age of 12 do not seem to be suitable for present-day 
non-directive therapy.” 
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Two process studies were done by Moustakas. In one study 
[57] he postulated that in play-therapy a child goes through a 
sequence of emotional growth that corresponds to the normal emo- 
tional development of early childhood: 


First level: Undifferentiated and ill-defined positive and negative 
feelings prominent; 

Second level: Emergence of focused positive and negative feelings in 
response to parents, siblings, and other people; 

Third level: Ambivalent feelings distinctive; 

Fourth level: Negative feelings in primary focus, sometimes specific; 

Fifth level: Ambivalent negative and positive attitudes prominent; 

Sixth level: Positive feelings predominant and appear as organized 
attitudes. Negative attitudes also present. Both positive and negative 
attitudes differentiated, focused, direct, and generally in line with 
reality [57, p. 79]. 

Moustakas found that disturbed children show the following 
process in play-therapy: 

(a) diffuse negative feelings, expressed everywhere in the child’s 
play; (b) ambivalent feelings, generally anxious or hostile; (c) direct 
negative feelings, expressed toward parents, siblings, and others, or in 
specific forms of regression; (d) ambivalent feelings, positive and 
negative, toward parents, siblings, and others; and (e) clear, distinct, 
separate, usually realistic, positive and negative attitudes, with positive 
attitudes predominating in the child’s play [57, p. 84]. 

Moustakas illustrates his thesis with extensive excerpts from 
play-therapy. The article, although very interesting, is not con- 
vincing: the excerpts seem arbitrarily selected, and subjectively 
interpreted. However, the postulates themselves are valuable and 


merit further investigation. 


The second study [56] was a com D 
tional growth of normal and disturbed children. Moustakas hy- 


pothesized that disturbed children express negative attitudes more 
frequently and more intensely than do well-adjusted children. The 
subjects were two matched groups of nine well-adjusted and nine 
maladjusted children, all of them four years of age. Each child 
was seen in four play-therapy sessions by the same therapist. The 


parison of patterns of emo- 
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transcripts of the sessions were based on tape-recordings of ver- 
balizations supplemented by stenographic notes of activities. 

From the protocols of the first and third sessions, a total of 241 
negative attitudes were reliably selected and classified into the 
following ten groups: 


1. Regression in development. Any expression of immaturity or 
withdrawal in play to earlier levels of development. This group included 
play or behavior which indicated immaturity in feeding, toileting, 
walking, speech, washing, or other developmental tasks. 

2. Diffuse anxiety. Any generalized expression of fear not clearly 
focused. 

3. Orderliness anxiety. Any expression of a compelling need to keep 
things neat, or to use a small number of toys in narrow or restrictive 
ways or in a confined space. 

4. Hostility toward people. Any expression of aggression in play 
directed toward people in general, or toward men, women, 
girls in general, either verbally or through action, 

5. Hostility toward home and family. Any expression of aggression 
in play directed toward the family, home, or symbols of the family 
home, either verbally or through action. 

6. Hostility toward parents. Any expression of aggression in play 
directed toward the parents, either verbally or through action. 

7. Hostility toward siblings. Any expression of aggression in play 
directed toward siblings, either verbally or through action. 

8. Hostility toward therapist. Any expression of agg 


gression in play 
directed toward the therapist, either verbally or through action. 


9. Diffuse hostility. Any act of generalized aggression directed 
toward inanimate objects or toward human beings. 
10. Cleanliness anxiety. 


boys, or 


or 


Any expression of a compelling need to be 
clean or to keep play material spotless, or fear of being dirty or messy 
[56, p. 317]. 


The study confirmed Moustakas’s hypothesis; although both 
groups expressed similar types of negative attitudes, the disturbed 
children expressed a significantly greater number of negative at- 
titudes and with greater intensity. The intensely negative attitudes 
related to categories 1, 3, 5, 9, and 10. Categories 4 and 6 were 
expressed more intensely but not more frequently by the dis- 
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turbed group. Category 7 was expressed more frequently but not 
more intensely by the well-adjusted group. 

The disturbed children expressed negative attitudes in a diffuse 
manner, the well-adjusted in a focused manner. The study sug- 
gests that, as therapy progresses, negative attitudes of the dis- 
turbed become similar to those of the well adjusted; they are 
expressed more clearly, more directly, less frequently, and less 
intensely. 

An investigation by Lebo and Lebo [44] dealt with the influ- 
ence of age and aggression on the amount of speech produced by 
normal children in play-therapy. From a theoretical consideration 
of aggression and age, they formulated 11 hypotheses that were 
tested on a group of 89 children of normal intelligence. The sub- 
jects were selected on two bases: age and aggressiveness. The 
children were four, six, nine, and twelve years of age. Aggressive- 
ness was determined by teachers’ rating of classroom behavior. 
Accordingly, 26 children were designated as aggressive, 27 as 
intermediate in aggression, and 36 as non-aggressive. These chil- 
dren were given three individual play-therapy sessions with the 
same therapist. The protocols were classified according to Borke’s 
[41] categories, and the following specific predictions were made”: 


+ 1. Aggressive children should make more aggressive statements, 


threats to playroom rules, expressions of decision, and exclamations than 
non-aggressive children. 
+ 2. The speech of 


units than that of other children. 
aggressive child should make more favorable statements 
a n the counselor, and make more 


aggressive children should contain more story 


+ 3. The 
about himself, evidence more interest ir 
attempts to establish a relationship with the counselor than non-ageres- 
sive children. 

4. Non-aggressive children should more frequently than aggres- 
unfavorable statements about themselves, express 
e more attempts to shift responsibil- 


sive children make 
more indecision and doubt, and mak 


ity to the counselor. 
sis was supported; — indicates that the 


2 4 indicates that the hypothe: ; ; 
s that the trend was in the expected direc- 


hypothesis was rejected: ? indicate 
tion but without statistical confirmation. 
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+ 5. Non-aggressive children should have more conventional ex- 
pression in their speech than aggressive children. ; 

+ 6. Six-year-old children should make the majority of aggressive 
verbalizations. They would be followed closely by those children four 
years old who, in turn, would be followed by those nine years old. 
The twelve-year-old children should make the least use of speech falling 
into this category. 

? 7. Younger children were hypothesized to make more of their 
own decisions about their playroom activity and attempt to shift fewer 
responsibilities to the therapist than the twelve-year-old children. 

? 8. Four-year-old children should test the limits of the playroom 
more frequently than older children. Twelve-year-old chiltren should 
express more curiosity about the playroom and ask for more information 
than younger children. 

+ 9. Younger children should make more attempts to relate to 
the counselor, evidence more interest in him, and make more favorable 
statements about themselves than children twelve years of age. 

+ 10. Twelve-year-old children should employ fewer story units in 
their speech than younger children. Children six years old should use the 
most story units. 

? 11. The twelve-year-old child should utter more phrases such 
as “goodbye” and “excuse me” than younger children. The twelve-year- 
old should also speak of his family, school, pets, etc., to a greater extent, 


and do less talking to himself and make fewer sound effects than younger 
children [44, p. 11]. 


The outstanding finding of this study was that aggression and 
age exert a marked influence on the amount and variety of speech 
produced by normal children in play-therapy. Whereas previous 
studies of child-centered therapy assumed that, regardless of age 
and problem, children undergo the same therapy process, the 
Lebos’ study showed that in therapy children of different ages 
and aggressiveness respond differently in a predictable 

The process studies cited abov 
eralizations: 

1. The process of play- 


manner. 
e yield only a few verified gen- 


therapy can be measured objectively. 
2. Children’s expressions of feelings are changed in a discerni- 
ble direction during therapy. 
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3. Chronological age and aggressiveness affect the type of state- 
ments made by children in therapy. 


Results of Play-Therapy 


In contrast to the paucity of research on play-therapy processes, 
there are a number of studies of play-therapy outcomes. However, 
for the most part, the studies deal with small numbers of cases 
and suffer from inadequate controls. 

Fleming and Snyder [25] attempted to study quantitatively the 
effects of group play-therapy upon the personal and social adjust- 
ment of children. Three personality tests were administered to 46 
children. Four boys and three girls (ages 814 to 1114) who made 
the poorest test scores were given group play-therapy twice a 
week for six weeks. The other 39 children served as controls. After 
a lapse of four months, the 7 children of the experimental group 
and 23 children of the control group were available for retesting. 

The results indicated that on all three tests the experimental 
group of girls improved significantly more than the control group. 
The greatest improvement was in personal feelings toward self, 
and the least improvement was in social adjustment. The experi- 
mental group of boys did not improve significantly more than the 
control group. The results were in accord with the therapists’ 


clinical impressions. , 
This study suffers from several flaws in de 
smallness of the sample: 


1. Experimental and control grou 


adjustment scores. By design, the control group was better ad- 
justed than the experimental group, since it consisted of those 
who remained after the sickest children were assigned to treat- 


ment. 
2. The treatment of experimental and control groups was not 


identical. The clinic was 10 miles away from the children’s home; 
the experimental group enjoyed a long car ride to the clinic twice 
a week, while the control group had no such experience. There- 
fore, the improved scores cannot be attributed unequivocally to 


therapy. 


sign, aside from the 


ps were not equated for mal- 
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Cox [18] conducted one of the few studies in child therapy 
which employed an adequately matched control group. Two 
groups of orphanage children, nine in each group, were matched 
on several measures of adjustment and on a sociometric rating. 
The experimental group was given ten weeks of play-therapy. The 
control group received no therapy. Immediately after therapy and 
at a follow-up fifteen weeks later, the adjustment scores and peer- 
ratings of about half the children in the experimental group 
showed improvement. The control group showed no gains. 

Phillips and Johnston [59] attempted to evaluate the effective- 
ness of short-term therapy as compared with conventional treat- 
ment. Short-term therapy consisted of a stated number of inter- 
views in which treatment was directed “not at retrospective 
self-examination, but at the child’s pattern of interaction in cur- 
rent situations [59, p. 267]. Of 16 short-term cases, 2 were con- 
sidered successful and the rest improved. Of 14 conventionally 
treated cases, one was considered successful, 8 improved. and 5 
failures. Of 30 control cases, 4 were considered successful, 19 im- 
proved, 7 failures. The authors concluded that the similarity in 
outcome between short-term and conventional methods was great 
enough to warrant further study. 

In another study, Phillips [60] obtained ratings from parents 
of 30 children seen in conventional therapy in a guidance clinic. 
27 children treated in short-term (non-depth) therapy in a guid- 
ance clinic, and 52 children seen in short-term therapy in private 
practice. The ratings pertained to improvement in original com- 
plaint, parent’s ability to handle the child, and the child’s behavior 
at home, at school. in formal groups. and in informal play groups. 
Parental ratings placed the results of short-term therapy ahead of 
those of depth therapy. While 92 per cent of the children in shor'- 
term therapy were rated improved, only 60 per cent of the doh 
cases were so rated. These two studies, though small and urp- 
tentious, show that for some cases it is possible to evolve pro- 
cedures which shorten therapy without jeopardizing results. 

Levitt [48] surveyed 35 reports of child-therapy outcomes. 
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Two-thirds of the children examined at termination of therapy 
and three-fourths of those seen in follow-up showed improvement. 
Approximately the same percentages of improvement were found 
in groups of untreated children. Levitt concluded that the pub- 
lished figures “fail to support the view that psychotherapy with 
‘neurotic’ children is effective” [48, p. 195]. 

Levitt’s study is open to a basic criticism. Pooling data is justi- 
fiable only if they can be shown to be random samples from a 
common population. The studies pooled by Levitt varied widely 
in criteria of improvement, methods of measurement, and rates 
of recovery. 

A study by Levi and Ginott [46] on the effectiveness of therapy 
with children compared the improvement rate of a group of treated 
children with the remission rate of a control group of untreated 
children. Of 314 children treated in a child guidance clinic, 55 per 
cent were considered improved and 45 per cent unimproved, at 
the close of treatment (improvement was defined as the disappear- 
ance of presenting symptoms). The control group consisted of 300 
children whose parents failed to complete intake procedures. 
Fifty-nine of these parents reported the reason for their defection 
to be the alleviation of the child’s presenting symptom. In other 
words, the remission rate for this group was 20 per cent. A com- 
parison between the improvement rate of the treated group and 
the remission rate of the control group is a measure of the effec- 
tiveness of therapy. 

Two “ieee A this study should be pointed out: (1) the ex- 
perimental and control groups were drawn from the same popula- 
tion of applicants; (2) the criterion of improvement was clearly 


defined and was the same for bot 


trol groups. 
Ts [22] has made an objective and adequately controlled 


investigation of the outcomes of client-centered individual play- 
therapy. The main hypothesis of the study was that personality 
changes occur during a therapy period but do not occur in the 
same child during a no-therapy period and do not occur in control 


h the experimental and the con- 
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cases. There were two subsidiary hypotheses: (1) therapy can be 
conducted by an outsider in a school setting; (2) child therapy is 
possible without parent treatment. 

The experimental group consisted of 12 boys and 5 girls, ages 
nine to twelve, of average intelligence, who were considered mal- 
adjusted by their teachers. The experimental design was of the 
pretest-posttest variety. The experimental group was tested four 
times: (1) “pre-wait,” thirteen weeks before therapy; (2) pre- 
therapy, immediately prior to therapy; (3) posttherapy, immedi- 
ately after therapy; (4) “follow-up,” a year to a year and a half 
after therapy. The design included two types of controls: 

1. The “own control” method, which made possible a compari- 
son of test-score changes during a no-therapy and therapy period, 
with each child serving as his own control. 

2. “Time control,” in which a separate group of 17 subjects 
was given “pretests” and “end tests” over a time interval corre- 
sponding to the length of the experimental group’s therapy period. 

The personality measures used were an objective test (Rogers 
Test of Personality Adjustment), a non-verbal projective test 
(Machover Human Figure Drawing), a verbal projective test 
(sentence completion), follow-up letters (the children were asked 
to write about their memories of therapy and current life status). 
All the children in the experimental group were seen by the in- 
vestigator in individual play-therapy. The average number of 
sessions was 19. Ten out of seventeen cases were considered suc- 
cessful by the investigator. 


The results of the study supported Dorfman’s main and sub- 
sidiary hypotheses: 

1. Reliable test improvements occur concomitantly with a se- 
ries of therapy sessions. Time alone does not produce reliable 
improvement on tests. Although individuals may show “sponta- 
neous remission,” the group as a whole does not. 

2. Despite the emotional dependence of children upon parents, 
therapy improvements occur without parent counseling. 

3. Effective therapy can be done in a school setting. 

Dorfman’s investigation is a well-controlled study of personal- 
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ity outcomes of non-directive play-therapy. However, a serious 
shortcoming of the study is the fact that it lacks data on behav- 
ioral changes expected after therapy, such as better interpersonal 
relations, more mature behavior, or more adequate use of intel- 
lectual capacities. To measure these outcomes requires observa- 
tions of a child outside of therapy and reports of his behavior 
from parents, teachers, and other interested persons. Otherwise 
it cannot be assumed that test improvements reflect actual changes 
in life adjustment. This kind of information is especially necessary 
in view of the Teuber and Powers [79] report; in a large-scale 
investigation of therapy outcomes among predelinquents, they 
found no difference in later delinquency (as measured by the 
number of appearances in court) between therapy cases and con- 
trol cases, in spite of the optimistic prognoses. 

Dorfman recognizes the shortcomings of her study and suggests 
that future investigations include reports of behavioral data out- 
side of therapy. She also suggests that future research be done as 
a group project rather than by one therapist, so that results may 
be more validly generalized. 

Variables affecting child-therapy outcomes were studied by 
Levi [47]. The variables were type of parent, concomitance of 
parent treatment, identity of therapist, length of treatment, age, 
sex, and symptoms of the child. Of these variables, only the ther- 
apist’s identity and the length of treatment were found to be re- 
lated to outcome: therapist’s identity was very significantly asso- 
ciated with outcome; length of treatment became a significant 
variable only when the therapist was of merely ordinary compe- 


tence, 

Levi’s study concurs with 
therapy is possible without parent trea 
indicates that children in treatment im 
or without parent treatment. 


Dorfman’s finding [22] that child 
tment. In fact, Levi’s study 
prove about the same with 


Studies of Mental Deficiency 


Axline [5] examined stenographic the 
and seven-year-old children who were In 


rapy protocols of 15 six- 
play-therapy because of 
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behavior and speech problems. The children were seen in 8 to 20 
sessions. On the basis of pre- and post-therapy IQ scores, the chil- 
dren were categorized into three groups: (1) children who showed 
no significant change in IQ score after therapy; (2) children who 
showed significant gains in IQ score after therapy; (3) children 
with average intelligence both before and after therapy. 

Axline does not state the conclusions of her study explicitly; 
she does not answer the question posed by her title, “Mental De- 
ficiency—Symptom or Disease?” She points out, however, that 
the retarded children who showed no gain in IQ score did not 
complete their therapy, while those who gained in IQ score did 
complete it. Axline does not claim that play-therapy raised the 
intelligence of these children but rather that the emotional relief 
attained in therapy enabled them to express more adequately their 
true capacities. The children in group 3 (of average intelligence) 
were included in the study to indicate that behavior problems 
stem more from emotional deficiency than from mental deficiency. 


Studies of Reading Disabilities 


In another study by Axline [3], 37 retarded readers with IQs 
ranging from 80 to 148 were assigned to a special class; they had 
their schoolwork in one room with the same teacher. The children 
were allowed free emotional expression, and their feelings were 
accepted and clarified. No remedial reading instruction per se was 
given. Intelligence and reading tests administered at the end of 
the 3-month term indicated that 21 children gained more than 
was maturationally expected. The conclusion of the study is that 
non-directive therapeutic procedures are effective in promoting 
reading readiness in children. 

In another report, Axline [4] studied three children of above- 
average intelligence who had reading problems. Two of these 
were poor readers, and one read too much, substituting books for 
friends. In therapy, it became apparent that the children’s emo- 
tional problems could account for their reading difficulties. Axline 


concluded that “given the opportunity, the child can and does 
help himself.” 
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These reports by Axline are extremely interesting and clinically 
instructive; but from a research standpoint, their validity is un- 
known because they lack experimental controls. 

Bills [12] investigated the effects of play-therapy on malad- 
justed, retarded readers. Reading tests were administered four 
times: six weeks prior to therapy, immediately before therapy, 
immediately following therapy, and six weeks after therapy. Each 
child served as his own control. The changes in test scores during 
a no-therapy period were compared with those during a therapy 
period. Significant gains were evident during the therapy period 
as compared with the preceding control period. 

Bills [13] repeated the study with a group of well-adjusted re- 
tarded readers but found no improvement in their reading ability. 
He concluded that the gains in reading in the first study were re- 
lated to the children’s improvement in personal adjustment. Play- 
therapy may be helpful to retarded readers who are emotionally 
disturbed; it may not be preferential treatment for all retarded 


readers. 


Treatment of Allergies 

ho failed to respond to medical treatment 
all under age eleven, 
Miller and Baruch re- 
of troubled feelings, 
re brought out, symp- 
at least five of the six 


Six allergic children w 
were seen in play-therapy. The children, 
suffered from classical allergic symptoms. 
port that “as patients blocked the outflow 
allergic symptoms increased. As feelings we 
toms decreased” [52, p. 14]. After therapy, 
children showed improvement. 


Follow-up Studies 


By definition, the aim of ps 
sonality improvements. Several stu wn 
therapy does produce desirable effects. However, it is unknown 
whether the effects are temporary Or permanent. Follow-up studies 
are necessary in order to establish whether the benefits of therapy 


endure after the termination of treatment. ‘ 
Some therapists object to follow-up studies; they feel that the 


ychotherapy is to bring lasting per- 
dies have shown that play- 
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follow-up constitutes an unwarranted imposition on former pa- 
tients, that it is a violation of the confidentiality of original rela- 
tionships, and that it may actually cause harm by opening up old 
wounds. 

Blenkner refutes these objections: 


If a client’s adjustment is so tenuous that mere recollection of former 
difficulties is likely to do harm, then one would surely want to know 
about it, and also, that if he is in such a state, a slight extra pressure 
is unlikely to make much difference in the long run; as to the... 
objection . . . of betraying the client’s confidence, it is extremely im- 
portant that the manner of locating a person and any research for in- 
formation through collateral resources be conducted in such a way that 


the client’s wishes are respected and confidential information is pro- 
tected [15, p. 99]. 


Lehrman et al. [45] made an analysis and follow-up of cases 
closed during one year (1941-1942) in the child guidance clinics 
of the Jewish Board of Guardians. Of 196 children seen in ther- 
apy, 53 were between three and ten years old (of play-therapy 
age). Of these 53 children, 34 per cent were considered improved, 
21 per cent partially improved, and 45 per cent unimproved at the 
close of treatment. A comparison between status at close of treat- 
ment and at a follow-up a year later showed an increase in suc- 
cessful adjustment and a decrease in failures. How much of this 
improvement can be attributed to therapy, and how much to 
maturation or to the effects of time, cannot be determined, because 
no parallel data are given for a control group. 

The treated group was compared for adjustment in the com- 
munity at follow-up with a control group of “defectors” (cases 
who withdrew from treatment after an initial contact). Of the 
53 treated children, 43 per cent were successful, 23 per cent par- 
tially successful, and 34 per cent unsuccessful in their community 
adjustment. Of the 26 untreated children (aged three to ten), 19 
per cent were successful, 50 per cent partially successful, and 31 
per cent unsuccessful in their community adjustment. This com- 
parison shows a greater proportion of complete successes in the 
treated group, a greater proportion of partial successes in the 
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untreated group, and an equal proportion of failures in both 
groups. However, when cases are divided into two categories, im- 
proved and unimproved, differences between the treated and un- 
treated groups vanish; at follow-up, both groups show about two- 
thirds improved and one-third unimproved. 

Rexford et al. [62] followed up 48 delinquent children of school 
age, all of them seen in therapy by the same therapist. At termi- 
nation of treatment, 33 (or 69 per cent) of the children were rated 
as improved and 15 (or 31 per cent) as unimproved. At the fol- 
low-up, two to seven years later, 9 (or 60 per cent) of the unim- 
proved were found to be delinquents. Only 7 (or 21 per cent) of 
the improved were delinquents. In other words, when treatment 
was unsuccessful, the chances were 6 out of 10 that the patient 
would still be delinquent years later; when treatment was suc- 
cessful, the chances were only 2 out of 10 that the patient would 
be found delinquent. 

Shirley e¢ al. [70] followed up € 
twelve years after termination of treatment. Of 35 children con- 
sidered successfully treated, 60 per cent remained well adjusted, 
23 per cent displayed some problems, and 17 per cent were defi- 
nitely maladjusted. Of 50 children considered as unsuccessfully 
treated, 56 per cent remained unimproved, 20 per cent had im- 
proved, and 16 per cent were well adjusted. In other words, when 
treatment was successful, the chances were 6 out of 10 that the 
patient would still be well adjusted years later; when treatment 
was unsuccessful, the chances were only 2 out of 10 that the pa- 
tient would be found well adjusted. i i 

Witmer [80] followed up a group of 50 children, aged eight to 
thirteen, after they had had a diagnostic study (but no therapy) 
in a guidance clinic. The children were chosen to constitute a 
control group for the children in Shirley’s study [70]. The later 
adjustment of the “diagnostic” group was 2 follows: 48 per cent 
made successful adjustment; 30 per cent had improved but still 
were: somewhat maladjusted; 22 per cent remained unimproved. 
A comparison of Witmer’s and Shirley’s studies indicates that 
there was little difference between the later adjustment of suc- 


hild guidance patients six to 
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cessfully treated children and untreated children. By late adoles- 
cence or young adulthood, a majority of maladjusted children 
outgrew their problems. Those who missed therapy in childhood 
did about as well as those who were successfully treated. These 
findings correspond to those of Lehrman et al. [45]. 


If judged only by its long-time effects, child guidance seems 
disappointing. 


Such a judgment, however, would overlook the stress and pain of 
children’s earlier years. For although the figures suggest that children 
tend to outgrow their problems (that is, that the inherent capacity 
to grow and mature tends to assert itself over obstacles, so that even 
many of the unsuccessfully treated eventually attain social stability), 
they also show that this takes time, and that there are many years in 
which maladjusted children who are not treated or are not able to 
respond to treatment remain in their unhappy state. Child guidance, 
by this conclusion, is shown to be not an insurance against future ill 
health, but an aid to currently better functioning. In this it is like 
many other medical therapies, which do not seek their major justification 


in long-run results but in current cures or modifications of unpleasant 
and handicapping conditions [80, p. 85]. 


Axline [6] followed up 22 children whose therapy was deemed 
successful and whose parents did not receive treatment. Interview 
procedures were as follows: The therapist met the child and asked 
an introductory question: “Do you remember me?” There were 
no probing questions or suggestions. Those who could not be con- 
tacted personally were reached by mail. Axline found that the 22 
children were still successfully adjusted a year after termination 
of treatment. 

A follow-up study [6] of 24 out of 37 children used in previous 
research [3] was conducted five years after the original study. 
Of the group originally referred for poor reading, 5 were found to 
be honor-roll students with straight A records and 15 had attained 
reading skill adequate for their grade placement. 

Clay [17] followed up 8 children (4 boys and 4 girls) thir- 
teen to twenty-two months after termination of therapy. Both the 
children and their mothers were in treatment for a period of at 
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least six months, and termination was by consent of both mother 
and therapist. At the time of termination, 7 of the cases were con- 
sidered successful, and 1 was an outright failure. 

Clay [17] measured the degree of sustained improvement on a 
scale that compared mother’s evaluations of the child’s adjust- 
ment at the intake interview to that at the follow-up interview. 
Six of the children, 3 boys and 3 girls, sustained their improve- 
ment; one girl did not. The boy who was rated at termination as 
an “outright failure” was worse than he had been at the time of 


referral to the clinic. 


Critique and Suggestions 


The studies cited in this chapter, interesting and significant as 
they may be, have left unanswered the most important questions 
about play-therapy: What is the process of play-therapy? What 
variables critically affect this process? What are the behavioral 
changes that follow play-therapy? How does the effectiveness of 
play-therapy compare with that of other treatment methods? 
Thus far, research has not provided verified answers to these 
questions; moreover, most of these questions have not been put 


to controlled experimental study. 


Most of the studies in play-therap s Whil 
that the method is effective in treating various probem, Yare 


it is gratifying to believe that play-therapy can alleviate nag 
symptoms, the validity of the method cannot rest on do isap- 
Pearance of symptoms. On the basis of available research, it is 
impossible to know whether or not the beneficial outcomes of 
play-therapy are directly related to its practical prae a 
theoretical rationales. Experience in mental hospitals as in i 
cated that cures occur with any treatment (placebos included); 
this suggests that cures stem not only from the potency = par- 
ticular procedure but from the increased attention oa o pa 
tients. This pattern may also occur 1m play iheni a cin 
dren may improve because they enjoy 4 weekly ride ah er 
or because they experience increased concern from m = , ea 
cause an adult attends to their play and conversation. Lhe the 


y have attempted to show 
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pist’s theoretical orientation and his therapeutic techniques may 
have little relevance to the treatment results. 

The accumulating evidence that patients improve regardless of 
the treatment approach cannot be ignored; apparent “successes” 
are scored with various (and often weird) healing methods, such 
as suggestions, prayers, confessions, group singing, hypnosis, 
electric shock, and tepid baths. If psychotherapy is to achieve 
scientific status, research-minded practitioners must provide con- 
vincing proof of the worth of their methods. Experimental con- 
firmation is needed of the effectiveness of play-therapy in treating 
personality problems. Thus far, for example, there is no evidence 
to indicate the superiority of play-therapy over dancing lessons 
in the treatment of shyness or its superiority over boxing lessons 
in the treatment of aggressiveness. 

In determining the value of play-therapy, researchers must 
show (1) that desirable changes in personality and behavior come 
about concomitantly with play-therapy and ( 2) that such changes 
would not have occurred in the absence of therapy. 

On the surface, the design of such a study is simple: the per- 
sonal adjustment of two equated groups of children can be as- 
sessed by tests and reported behavior, and the children randomly 
assigned to a therapy group and a control group. Upon termina- 
tion of therapy and at follow-up periods, all the children can be 
re-evaluated and the quantitative effects of play-therapy estab- 
lished. 

However, the hypothetical study becomes very complex when 
the researcher attempts to control the many factors that may 
affect therapy results, such as age, sex, intelligence, socioeconomic 
status, parents’ attitudes to therapy, environmental influences, 
and the type, severity, and duration of the disturbance. Scientific 
procedure requires that, with the exception of the experimental 
variable, the control and experimental groups be treated as nearly 
alike as possible. A truly rigorous study would require a compari- 
son of a therapy group not only with a no-therapy group but also 
with a “placebo group.” This means that children who come to a 
clinic for play-therapy should be compared with children who 
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come to the clinic for play sessions without a therapist, with a 
researcher observing the children through a one-way-vision glass. 

The hypothesis of such a study would state that personality and 
behavioral changes occur in an experimental group concomitantly 
with a series of therapy sessions but do not occur in a control group 
concomitantly with a series of play-sessions and do not occur in a 
no-therapy group concomitantly with the passage of time. The 
“own-control” method could be used to test several related hypoth- 
eses: (1) personality and behavioral changes do not occur in a child 
after a period of play sessions but do occur in the same child after 
a period of therapy sessions; (2) personality and behavioral 
changes do not occur in a child after a “wait period” but do occur 
in the same child after a period of therapy sessions. To minimize 
bias, it is desirable that the researcher who measures posttherapy 
results be unaware of the pretherapy test scores and predictions. 


Another variable that needs to be controlled in a study of child 


therapy is the means of getting the children to the clinic. Some 


children are brought to the clinic by their parents, others are 
brought by maids, and still others come by themselves. Transpor- 
tation provided by the clinic may control this variable and also 


ensure more regular attendance. 
Some comments are also necessary about process studies. Hobbs 


states: “The most important studies of [play] therapy are those 
which illuminate the process . . . but so far we have little illumi- 
nation” [38, p. 37]. Thus far there has not been even a single 
large-scale, objective investigation of the play-therapy process; 
consequently there is very little verified, systematic knowledge in 
this area. On the basis of research, it is impossible as yet to an- 
swer the fundamental question: How is improved adjustment at- 
tained in play-therapy? There is an obvious need for an integrated 
series of investigations focused on the internal dimensions of play- 
therapy; first and foremost, the process itself needs to be scruti- 
nized and its lawfulness discovered? 

The main obstacle to process studies in play- 

3 See Carl Rogers. A process conception of psychotherapy. 
gist, 1958, 13: 142-149. 


therapy is a tech- 


Amer. Psycholo- 
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nical one: the complexity and cost of recording and transcribing 
play-therapy sessions. Rogers estimated that “over five hundred 
man-hours of effort were necessary to collect and transcribe the 
data from one typical (adult) client (thirty interviews) and the 
matched control individual” [64, p. 416]. Similar expenditure of 
time may also be involved in play-therapy research. It is clear 
that an individual researcher cannot afford the time and the money 
required in obtaining raw data for process studies. There is, there- 
fore, a definite need for a central library of complete typescripts 
(words and activities) of play-therapy sessions. These typescripts 
could be made available to interested researchers and could serve 
as the basic data for studying the process of play-therapy. 

Two recent studies of adult psychotherapy may serve as models 
for research in child psychotherapy. They are The Psychotherapy 
Research Project of the Menninger Foundation [50] and Coordi- 
nated Research Studies in the Child-Centered Approach [64]. 
These studies test coordinated sets of sophisticated hypotheses 
derived from two different personality theories: the psychoana- 
lytic and the client-centered. The hypotheses and their rationales 
are clearly articulated so that “the empirical support of a hypoth- 
esis tends to confirm a whole body of theory; the disproof of such 
a hypothesis tends to cast doubt upon the related theoretical sys- 
tem” [64, p. 7]. Clinicians planning research in child therapy will 
do well to consult these two studies. Many of the hypotheses and 
procedures of these studies may, with some modifications, be 
employed in play-therapy research, Thus, in studying the process 
of analytic play-therapy, a researcher may want to know: 


1. What were the major themes of the patient’s material as to con- 
tent and defense and in what sequential order did they unfold? What 
was the therapist’s response to each of these and how did the patient then 
react? How did the nature of the therapist-patient interaction affect the 
patterns of development of the material? Wi 
couraged or discouraged in their unfolding? 


2. What were the major transference patterns as they unfolded, and 
in what sequence? How were transference phenomena worked with? To 
what extent were they explicitly brought into focus and made the object 


ere particular themes en- 
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of transference interpretations? To what extent did a full-fledged 
“transference neurosis” develop in psychoanalytic treatment? To what 
extent, and in relation to which manifestations, and in what ways, were 
particular aspects of the transference deliberately fostered? To what 
extent were transference phenomena resolved before termination, and 
to what extent were they deliberately left unresolved? [50, pp. 137-138]. 


In studying the process of client-centered play-therapy, an in- 
vestigation may test the following hypotheses that have already 
received support in the research of client-centered adult therapy: 


There is a trend toward an increasing number and proportion of 


positively toned self-references and self-regarding attitudes as therapy 


progresses. 
There is a trend toward a decreasing number and proportion of self- 


references and self-regarding attitudes which are negative in emotional 
tone. 

Attitudes of ambivalence toward 
negative feelings are expressed together, 
somewhat beyond the midpoint of therapy, 
slightly. 

At the conclusion of therapy th 
references than negative. 

These trends are not found, o 
regarded as unsuccessful. 

In the initial phases of therap. 


the self, in which positive and 
tend to increase slightly until 
and then to decrease 


ere are more positively toned self- 
r are found in lesser degree, in cases 


y, self-references tend to be negative 


expressions, emotional in tone or objectively negative; at the con- 
clusion of therapy the self-references tend to be either objective 
expressions, neutral in emotional tone, Or objectively positive expres- 


sions [63, p. 137]. 


It should be pointed out that in play-therapy research investi- 


gators frequently fail to utilize useful tools that are readily avail- 
able. Dorfman [21] mentions the fact that the Vineland Social 
Maturity Scale has never been employed with mothers to assess 
quantitatively their children’s therapy and that no pean eae 
been made to apply the Q technique to play-therapy research. A 
useful research instrument for studying the play-therapy process 
is available in the literature; it is the Helene Borke Categories for 
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Quantifying the Play-Therapy Process.’ It gives a quantitative 
picture of the change in the child’s emotions while in the process 
of play-therapy. Although the scale was originally designed to 
quantify the process of client-centered play-therapy, it may also 
be employed in studying play-therapy protocols of other orien- 
tations. Borke’s scale makes it possible to compare the therapy 
process found in the content analysis of consecutive client-cen- 
tered play-therapy sessions with the therapy process of other 
treatment schools. It is evident that even with the imperfect tech- 
niques and tools available to us at the present, much significant 
research can be accomplished; the need in play-therapy research 


is not just for new techniques of testing but for meaningful ideas 
to test. 


SUMMARY 


This chapter reviews the available research reports of play- 
therapy; studies of process and outcomes are summarized and 
their merits and flaws discussed. The obstacles to research in play- 
therapy are enumerated and remedial steps offered. Several re- 


search hypotheses are outlined, and several useful research instru- 
ments are pointed out. 


*Lebo [41] revised Helene Finke's [24] categories for quantifying the 


play-therapy process and published it under Finke’s married name, Borke 
(See Appendix A). 
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GROUP SCREENING: 
PRE-INTAKE SELECTION 
OF MOTIVATED APPLICANTS 


alth clinics all over the na- 
adoxical situation. On the 


one hand, they are overloaded with long waiting lists and appoint- 
ments scheduled months ahead; on the other hand, they have 
many free hours resulting from broken or late-cancelled appoint- 
ments. The clinic staff usually has ambivalent feelings about un- 
kept appointments. The waste of time is regretted, but the oppor- 
tunity to catch up with dictation and professional reading is 
Welcomed. It is not implied here that the inadequacies of such 
intake policies are related to the reluctance of clinic staffs to 
forgo the pleasure of unscheduled Jeisure. Intake workers are 


159 


OMMUNITY mental he 
tion face a common pari 
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aware that a long waiting period often augments ailments, in- 
creases resistance to therapy, and prolongs the treatment process. 
By the time a patient arrives for the initial interview, his disorder 
may already have become chronic. In view of the magnitude of 
the problem, it is surprising that so little has been done to devise 
methods by which potential non-attenders could be identified and 
weeded out with a minimal loss of professional time and public 
money. 

The aim of this chapter is to report on effective pre-intake 
screening methods designed to provide initial service without a 
waiting list, to eliminate potential non-attenders without loss of 
time, and to select suitable clients for clinic services. 

Throughout the years, the greatest time loss sustained by clinics 
has been in broken individual intake interviews, Initial appoint- 
ments frequently turn out to be disappointments; a considerable 
number of people neither cancel nor keep their first appointment, 
nor do they contact the agency again. 

Clinics try to meet the problem by reminding parents by letter 
or telephone of their pending appointments. This causes additional 
work for the secretarial staff but does not materially decrease the 
broken appointments and the wasted time. “Brief” telephone in- 
terviews have also been tried as a means of determining the ap- 
propriateness of a referral for clinic services, However, the tele- 
phone interview has turned out to be neither brief nor adequate. 

It is obvious that in order to render more efficient service, new 
procedures are needed, procedures that would enable clinics to— 


1. Offer an initial service to applicants without delay. 
2. Screen out unmotivated applicants withou 
sional time. 


3. Discover which applicants need admittan 
basis. 

4. Learn which applicants need referral to other agencies. 

5. Explain the clinic resources to prospective clients so that 


they can determine whether or not they wish to use the available 
services. 


t loss of profes- 


ce on a priority 
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A pre-intake method that met the above-mentioned five require- 
ments was developed in the clinic in Jacksonville, Florida. This 
method, known as “group screening” [30], is offered to parents as 
the initial clinic service. 


Description of the Method 


When a parent calls the clinic for the first time, the secretary 
asks for a minimum of information about the child’s name, age, 
and the nature of his problem and she gives the parent an ap- 
pointment for the next screening group. The secretary will say: 
“We can give you an appointment for next Friday. This will be 
a meeting of several parents of children of similar ages.” Ten to 
fifteen parents are scheduled for each session, with separate meet- 
ings for parents of young children and for parents of adolescents. 

The screening groups are conducted by a psychologist and a 
social worker. They meet the parents in the waiting room and 
lead them to the interview room. The parents sit at a round table, 
with cards bearing their child’s first name in front of them. These 
cards are given to them by the receptionist in the waiting room 
prior to the session. The cards help to identify the parents and, 
at the same time, to preserve their anonymity. The cards also 
facilitate communication, since the parents can refer to each 
other as “Johnny’s mother” or “Tommy’s father.” The sessions 
are stenographically recorded, and the notes are typed up as soon 
as the meeting is over. 

The session is opened with the fo 


invited you together so that we coul 
All of you have something in common, you have children below 


(or above) the age of twelve and some concerns ay them. To- 
day let us share these concerns. How about Jimmy? N 
One by one the parents state their complaints and Lt oe 
With a few leading questions, the parents are snare : i 
their stories as fully as they can. Most parents n av : : pa 
such a group, and their identification with each : > Í a è 
apparent. While one mother talks, the others nod their heads 


llowing short statement: “We 
d see you as soon as possible. 
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sympathetically and supportingly, as if to say, “We know what 
you are talking about.” A frequent remark is “That’s exactly the 
situation in my home” or “My child is like Johnny and Jimmy 
put together.” 

The psychologist and social worker listen intently to the tone 
of voice, choice of words, and nuances of feeling expressed by 
each parent. They observe the parents’ initial reaction to the 
group and their subsequent rate of recovery or regression when 
the discussion becomes more intimate. The leaders record very 
briefly their impression of each parent. 

When all have had an opportunity to relate their problems, 
the leader makes a statement to this effect: “At this point I wish 
I had some magic formula that I could prescribe to each of you 
to solve your problems.” Almost without exception, the parents 
react positively to this statement. They smile or remark, “Yes, 
we wish there were a magic formula.” The therapist then con- 
tinues, saying, “But there are no magic solutions for human prob- 
lems. If there were any, you would have found them by now.” 
Parents react to this statement with more histories of hurt and 
hardships and with tales of wasted efforts in the endless search 
for magic solutions. 

The leader then tells the group how the clinic will attempt to 
be of help to them. He first hands to each parent a medical form 
to be completed and returned to the clinic by a physician. The 
parents are told that a medical opinion is needed to understand 
the child better and to identify or rule out any physical factors 
that may contribute to the child’s present difficulties. They are 
informed that no further services will be rendered until the com- 
pleted medical form is received in the clinic, Special arrangements 
are made for low-income parents who cannot afford a medical 
examination: their children are seen by the clinic physician. The 
leader explains to the parents the available clinic services and 
their probable sequence: individual intake interview, diagnostic 
testing for the child, interpretation interview for the parent, and 
treatment possibilities for children and parents. They are in- 
formed that parents and children may be seen for treatment 
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either individually or in groups, depending on what will best meet 
their needs. 

The leader stresses the fact that treatment takes time. Parents 
are cautioned not to expect quick cures or dramatic changes in 
their children. They are told that it usually takes “between one 
and two days in a child’s life, between twenty-four and forty- 
eight treatment hours, before changes are observable. As the 
children are seen in treatment only once a week, time and pa- 
tience are required before improvement is evident.” 

The parents are then invited to inspect the playroom. The leader 
explains to them how the children use the play hour to learn to 
make decisions, to gain independence, and to express feelings in 
constructive ways. The parents are given the chance to touch the 
toys and ask questions. When the parents leave, the leader stands 
at the exit door so that he can say goodbye to each parent individ- 


ually. 


Recommendations for Service 


At the end of the meeting, the p 
confer to share their impressions O 
late recommendations for service. They determine intake priority, 
referrals to other agencies, suitability for individual casework or 
parent groups [31], and the services needed for the children. 
These recommendations are tentative and are intended as guide- 
posts for the intake worker who may confirm or change them in 
light of the new evidence obtained during the individual intake 
hour. 

Individual Casework. Individ 


when the problem presented by t ; 
and the child but within themselves, OF when the parents express 


in their tone or words rejection of the child, or when the parents 
are so talkative that they might disrupt a group- The following 
example illustrates the type of parent referred to individual case- 


work: 


sychologist and social worker 
f each parent and to formu- 


ual casework is recommended 
he parents is not between them 


to speak. She was tense 


it her turn 
om time to time cracked 


Alfred’s mother could hardly wa 
hair, and fr 


and restless, moved around in her c 
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her knuckles and muttered words to herself. She over-reacted to the 
other parents’ comments and seemed ever ready to offer free cliché 
advice. She started her tale of woe with a prolonged sigh. “It is a long 
and ugly story,” she said. “Alfred is not like other children. . . . From 
the moment he was born, he gave me nothing but trouble. He cried and 
whined and drove everybody crazy. I could not feed him. He did not 
like my milk, and we could not find a formula to suit his taste. Toilet 
training was hell on earth. He is seven years old now, but he still wets 
his bed and soils his pants. He does that to spite me, I know. He has 
made a nervous wreck out of me, so I have to take pills and nerve 
medicine. There must be something wrong with his brains or his 
nerves. In his father’s family they are all nervous, and Alfred takes 
after them. I have tried everything, but nothing helps. I have punished 
him severely; I have whipped him black and blue, but he is still the 
same. He makes me so nervous that I am afraid to think what I might 
do to him. I am desperate, and I need help. I want to know how I can 
acquire, and how I can help Alfred acquire, soft, smooth nerves.” 


Parent-guidance Groups. Parent-guidance groups are recom- 
mended for mothers and fathers who are without serious personal- 
ity disorders but who have difficulty in relating to their children 
because of confused cultural and social standards, ignorance of 
childhood realities, and faulty childhood examples. What these 
parents need is not intrapsychic change of their personalities but 
a better understanding of the dynamics of child-parent relations 
and of the basic facts of child growth and needs. When they be- 
come aware of their children as feeling persons with self-originat- 
ing needs, and when they become sensitized to the latent meanings 
of children’s activities, they are able to improve considerably 
their everyday life with children. The following example illus- 
trates some of the criteria for referring parents to guidance groups. 


Johnny’s mother came in a few minutes late and sat down, rather 
self-consciously, in a chair somewhat removed from the group. She 
listened intently to the other mothers’ words but did not make any 
comments. When her turn came, she blushed and spoke in an apologetic 
voice. She said, “I have two children, but Johnny is my problem. It 
may sound ridiculous, but he is afraid of the dark and does not want to 
go to sleep by himself. He is a wonderful little boy, really. He is 


GROUP SCREENING 165 


affectionate and minds well, and he has the smile of an angel.” Mother 
smiled to herself, as though imitating the angelic smile of her son. 
Then she continued, “My husband loves Johnny as his own life, but 
he does not want him to be a sissy. He threatened to lock Johnny in 
a dark room for a whole night so that he would learn there is nothing to 
be afraid of in the dark. This made things worse. Now Johnny has 
nightmares and wakes up screaming. I would like to help my child get 
over his fears. I want him to be more boyish, but we don’t understand 
him too well. The more we push him, the worse the situation gets.” 


Priority Cases. Priority of service is recommended for cases 
in which delay may mean danger or dire consequences to the 
child, the parent, or society. Thus when the presenting problem 
is fire setting, school phobias, or flagrant sexual delinquency, 
service is accelerated. Such selection ensures speedy service for 
children who cannot be helped except by the specialized clinic re- 
sources. 

Referrals to Other Age 


months for an intake interview, on € 
not the proper resource for their particular problem, Group 


screening obviates such a frustrating practice. When it becomes 


obvious during the initial meeting that the presenting problem 
falls outside the scope of the clinic services, the individual is re- 


ferred to an agency that can best meet his needs. Thus, persons 
who come to the child guidance clinic requesting help with em- 
ployment difficulties, medical care, child adoption, or child Lea 
ment may, after a brief exploration of needs in the group an 

in a subsequent individual session, be referred to the ae 
agency. This referral is made at the point of initial request for 


service, not after months of waiting. 


ncies. In some clinics applicants wait 
ly to learn that the agency is 


Follow-up of Non-attendance 
sed the following three 


questions: (1) What is the clinic responsibi iy to po P 
who refuse to accept a group appointment ie Fed intake ap- 
ual one? It was decided to schedule initial Ne would ie 
Pointments for them, with the understanding that they 


The introduction of group screening ra! 
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to wait several months for their appointment. (2) What is the 
clinic’s responsibility to applicants who miss the meeting without 
contacting the agency either before or after the session? Granted 
that parents have a private right to become involved in treatment 
or to withdraw from it, it is necessary to know whether reluctance 
to participate in a group caused the withdrawal. (3) What is the 
clinic’s responsibility toward those who come to the group screen- 
ing but fail to carry out the next step in the pre-intake procedure, 
namely, returning the completed medical form? 

It was decided to follow up those parents who missed the first 
group meeting and those who failed to return the medical forms. 
A study [33] was made to determine: (1) What accounts for non- 
attendance after an appointment is accepted by the parents? (2) 
What accounts for the failure of some parents to carry out the 
next step in the intake Procedure, namely, returning the completed 
medical form? 

Two hundred parents who failed to keep their initial group ap- 
pointment, and one hundred parents who failed to return medical 
forms after attending the meeting, were contacted by telephone 
and asked to state their reasons! for withdrawing from the clinic. 
The two hypotheses of the study predicted that (1) a negligible 
number of parents who failed the initial appointment did so be- 
cause of reluctance to attend a group meeting per se; (2) a negli- 
gible number of parents who failed to return the medical forms 
after attending the meeting did so because of negative attitudes 
toward the group Procedure per se. Both hypotheses were sup- 
ported by the study, Only 1 per cent of the parents who failed to 
attend the initial group meeting, and only 3 per cent of those who 
failed to return the medical form, attributed their withdrawal 
from the clinic to negative attitudes toward group procedures. 


Advantages of Group Screening 


Group screening contribu 
the intake process in the fol 
1. Immediate Service, 


tes significantly to the effectiveness of 
lowing ways: 


Group Screening makes it possible to 
1 See Appendix B. 
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offer initial service to all applicants at an optimum moment. When 
anxious parents call the clinic for help, their need for an appoint- 
ment is not only understood but met. They are not asked to ap- 
preciate the problems of demand and supply in clinical services 
or to accept the hard reality of long waiting lists. Instead, when 
they call for an appointment, they receive one. If there is any 
waiting, it occurs after the parent has had an opportunity to be 
seen in the clinic. Such an interview, given at a time most urgent 
from the parent’s point of view, may alleviate suffering and open 
a door of hope. 

2. Eliminating Non-attenders. The group interview screens out 
unmotivated applicants automatically; at least one-third of those 
who accept appointments for the group never arrive, thus termi- 
nating clinic contact without waste of clinic time. The failed 
group appointments conserve professional time that otherwise 
would have been lost in failed individual appointments. The medi- 
cal form also contributes to the screening process; some parents 
never return the completed form. They, too, terminate clinic con- 
tact with little loss of professional time and public money. 

3. Determining Priority Cases. Group screening makes xb poss 
sible not only to identify applicants who can use clinic services 
but also to determine which of them need admittance on an emer- 


gency basis. _— 
4. Referring to Other Agencies. This screening method makes 


it possible to refer applicants to other sources of ms je m 
essary, without the customary delays. The pee can oe e 
at the point of initial request for service and not after months 


fruitles iting. sy 7 

5. pesem the Services. It is obvious that explaining clinic 
resources and services in a group setting 1S less Se ae 
than repeating the story to 10 or 15 persons aS a 
Presentation is frequently more complete and more eoe 
than that given in individual appointments. The gops TE 
and reactions help the leader to present 4 more ‘comp 
Picture. 

6. Diminishing Anxiety. 


The spontaneous evaluative remarks 
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of parents during the group meeting reveal that, contrary to their 
own expectations, the presence of other parents diminishes their 
anxiety and makes it easier for them to express troubled feelings. 
Many parents verbalize the feeling of relief that they experience 
from the realization that they are not alone in their troubles and 
from the active support of other parents at the meeting. A com- 
mon reaction to the group meeting is “It is good to know that 
other parents, too, have troubles with children” or, as one mother 
put it, “Being in the same boat is half a consolation.” 

7. Lessening Resistance. The initial group interview enables 
parents to establish some relationship with the clinic. When they 
subsequently return for an individual appointment, they are al- 
ready acquainted with the procedures and with the workers and 
consequently they are less tense, less defensive, and better able 
to utilize the intake hour more productively. 

8. Improving Diagnosis. Group screening serves as a supple- 
mentary source of diagnostic data; it provides an opportunity 
to observe clients and their modes of action-and reaction in a 
tangible social setting. 

9, Extending Services. Group screening enables a treatment 
agency to provide more effective clinical service to the commu- 
nity. With modifications, group screening may be applicable to 
other mental health institutions. The method can be introduced 
without increasing the personnel or the budget of an agency. Only 
the training of the staff members may have to be enhanced, and 
their attitude toward change changed. 


12 


PARENT GUIDANCE GROUPS 


ANY therapists believe that young children can- 

not sustain therapeutic gains unless their parents 

have undergone emotional reorientation. They believe that the 
best therapeutic efforts in behalf of children can be vitiated by 
Parental counter-effects. Durkin states: “Experience has shown 
that parents who bring a child for help with a particular problem 
find an excuse to remove the child from treatment just when that 
Problem is in the process of modification” [23, p. 153]. Axline, 
on the other hand, believes that «it is not necessary for the adults 
to be helped in order to insure successful play therapy re- 
Fults o d 2, D: GBT “a child can be helped effectively and 
astingly even though the child is the only one who receives ther- 
y I8, p. 156]. Slavson takes a middle position: “In instances 
nai the child is the center of infection . . . in the home and 
school, improvement in his behavior relaxes the total atmos- 
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phere. In instances in which the parent and school are the source 
of activation, they must relent if the child is to sustain his im- 
provement achieved by psychotherapy” [74, p. 258]. 

If there is disagreement about the necessity of parent treat- 
ment, there is no disagreement about its desirability. Even Axline 
admits that “[play] therapy might move ahead faster if the 
adults were also receiving therapy or counseling” [2, p. 68]. It 
seems reasonable to conclude that, whenever possible, parents of 
maladjusted children should be offered some service that will 
enable them to reorient their attitudes to the needs of their chil- 
dren. 

Three kinds of parent-treatment groups have come into use in 
community clinics: guidance, counseling, and psychotherapy 
groups. These differential techniques were developed to meet the 
unique needs of specific patients. Leading therapists have recog- 
nized that “the effectiveness of a method of treatment . . . rests 
upon its suitable application to a particular patient” [72, p. 23] 


A Parent Guidance Group. 
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and that no one method is universally applicable. Consequently, 
groups of divergent composition and purpose, ranging from 
psychoeducation to psychoanalysis, have been evolved and used 
to meet the growing demands for psychological help. 

Common to all treatment groups is the fact that they are never 
an end in themselves but a tool through which the individual is 
reached and helped. The focus of treatment is always the indi- 
vidual. No group goals are set, no group projects are planned, 
and no group achievements are sought. Within different limits, the 
aim of all treatment groups is to effect therapeutic changes in 
each individual member. 

This chapter describes the organization and application of 
group guidance as differentiated from group psychotherapy and 
group counseling. 


Group Psychotherapy 


The goal of group psychotherapy corresponds to that of indi- 
vidual psychotherapy; it is to bring relatively permanent changes 
in the intrapsychic personality structure of patients (see p. 2). 
The group therapist employs orthodox analytic techniques such as 
free association, autobiographical recall, dream analysis, resolu- 
tion of resistance, and interpretation of transference and counter- 
transference. Group psychotherapy is designed primarily for the 
treatment of neurotic patients who are grouped for the therapeutic 
effect they have upon each other. Before being assigned to a 
8roup, each patient is studied as to the etiological and nosological 
aspects of his disorder, and a clinical diagnosis is established. Pa- 
tients are grouped according to similarity of psychological syn- 
dromes and nuclear problems. 


Group Counseling 

The aim of group counseling corresponds to that of individual 
Casework; it is to help clients rid themselves of annoying symp- 
toms, increase mastery of reality, and achieve a more comfortable 
Social adaptation. Basic personality changes are not aspired to 
in Counseling. Free association and dream analysis are not used, 
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and transferences are not interpreted. In counseling, hostility is 
vented freely, but its expression is directed against key persons in 
real-life situations outside the group. The parataxic hostilities 
toward the leader and the other group members are neither 
pointed out nor analyzed. Selection of clients is based on similarity 
of situational conflicts and ego strength and not on nosological 
criteria. The subject matter in counseling is the daily adjustment 
problems of the adult client and his family. There are no planned 
discussion topics, and members are free to bring up any kind of 
problem. However, the counselor determines the level of treatment 
by focusing the discussion on reality-adapting patterns and not on 
underlying intrapsychic conflicts. 


Group Guidance 


Group guidance has a modest goal: to improve the everyday 
functioning of parents in relation to their children. This aim is 
achieved by sensitizing parents to children’s feelings and by pro- 
moting understanding of the latent meaning of children’s behav- 
ior. Mothers and fathers are helped to understand the dynamics 
of parent-child relations and the basic facts of child growth and 
needs. 

Proper selection of members is an essential condition for the 
success of group guidance, as it is for all group treatment. Guid- 
ance is the treatment of choice for parents who are not seriously 
disturbed but who have difficulties in rearing their children be- 
cause of ignorance, faulty childhood examples, and confused 
cultural values. Certain noxious aspects of parent behavior stem 
not from hostility toward children but from lack of awareness of 
children’s needs and lack of skill in relating to children as au- 
tonomous individuals. “An inordinate number of parents do not 
possess the simplest information on diet and health care, child 
development, sex education and similar facts essential for chil- 
dren of different ages” [78, p. 264]. 

Faulty childhood examples play an important role in determin- 
ing some undesirable aspects of parent behavior. Thus, some 


PARENT GUIDANCE GROUPS 173 


parents who have grown up in cramped quarters do not see the 
necessity of allowing children to have their own bedrooms. They 
see no harm in a child’s sleeping with his parents. This approach 
does not stem from incestuous desires, but from faulty childhood 
experiences. 

Many parent attitudes and actions toward children stem from 
internalized cultural norms of which the parents are not fully 
aware. Certain kinds of parent behavior which produce troubles 
for children can be traced to subcultural norms. For instance, 
many feeding problems with Jewish and Italian children arise 
because these subcultures value large children. A mother’s ideal 
of parenthood and her own self-esteem are tied to having fat, well- 
fed babies. When parents are made conscious of the origin of their 
values and practices and encouraged to examine them openly, 
modification of behavior becomes possible. 

Many parents who seek help for their disturbed children are 
unwilling to accept treatment for themselves. They do not see the 
child’s behavior as related to their own attitudes, and they resent 
the implication that the child’s problems may reflect their own 
unresolved (or neurotically resolved) conflicts. They come de- 
termined to obtain expert advice on the proper methods of han- 
dling their children, and they become very resentful when they 
are treated as though ‘key were patients. They feel frustrated 
when their specific questions go unanswered and threatened when 
their own attitudes are focused on and examined. Not infrequently 
they terminate clinic contact, feeling that their needs have not 
been met. The following therapy excerpts from an article by 
Moustakas and Makowsky [53] illustrate the point: 


about his five-year-old son Ernest, who 


Mr. J came to see the therapist 
d, afraid of new situations and easily 


was a withdrawing, sensitive chil 
upset. For the first twenty minutes, Mr. J related incidents of Ernest’s 
behavior, expecting the therapist to give a diagnosis on the basis of the 
described behavior and offer definite suggestions for handling the child. 
. . . When he discovered that only his feelings were being responded 


to, he began to pressure the therapist. 
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Curent: I’m not worried, but Pd like to know about certain things 
we’re doing, whether they’re right or wrong, and should we attempt 
to change them. 

THERAPIST: I can see that that is of great concern to you (pause). 

C: Specifically, his lack of a desire to make any decision at all. He has 
a fear of new friends and new situations. That’s my main concern. 
He’s very quiet. He’s a poor sport, too. Should we always give in to 
him, or should we let him know that he must lose at things some- 
times? That’s what I want to know. 

T: You see those aspects as problems and feel very unsure about what 
to do, is that it? 

C: I don’t know if we're really seeing anything. Would you like to ask 
me some questions now, or what? 

T: You don’t feel as if we’re really getting anywhere this way. 


(After a long pause the client then related more instances of the 
child’s troubling behavior and the therapist reflected the feelings in- 
volved. Again they came to an impasse. ) 


C: One of the things I want to ask your advice on is: should we let 

him go his own way or should we correct him? . . . Well, am I 

supposed to ask you now what to do, or do we just go on like this? 

What do we do in a situation like the one I told you about? 

: There are really no right or wrong answers to these things—we can 
just explore your feeling about the situation and perhaps work out 
some solutions together. (Pause) I gather that you feel, at this 
point, that you can’t handle it alone an 


y more, that you’re very 
unsure about your next move. . . . 


I don’t know whether you have a picture of the child or not. We 
would like to know whether we should bring 
him more of a social being . . 
as he is. 


him out more, make 
- or let him remain as introverted 


: You feel there might be something that should be done to change 
him, that if he were more outgoing, life might be easier for him. 
C: Oh, he could live fairly happily the way he’s going. . . 


. But 
should we force him to meet new situations, or shouldn’t we? That’s 
the question. It’s just a problem of how to attack this—I don’t 


know! For instance, should we try to force him to go to nursery 
school when he gets all dressed up for it and then refuses to get 


on the bus? Or should we just let him go his own way? My wife 
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feels we shouldn’t coerce him .. . but we want your opinion. 
Which is better to do? 

T: Evidently you feel it might be better to coerce? 

C: I do feel that, but maybe my professional training is influencing 
me, because in my job you often do have to be firm. But I would 
like you to tell me what is really right todo. . . . 

T: I know you would like me to be able to give you some definite 
answers and tell you what to do, but I can’t really do that. We can 
continue to look at the problem in all its aspects and perhaps work 
out something. 

C: Well, I don’t know as you’ve said anything yet. Are we expecting 
too much of him? Can’t you give us an answer? Specifically, shall 
we defer to him in competitive games? Shall we let him win in 
order to give him confidence, or what? 


Near the end of the interview the therapist explained the possibility 
of playtherapy for the child. Here again Mr. J wanted an opinion as 
to whether or not playtherapy would definitely help Ernest, and whether 
he and his wife would be helped by any further interviews. He left 
without making any decision and did not return for further interviews. 
He expressed the opinion that he had wasted his time in coming to 
the service. Obviously the kind of counseling offered was not meeting his 
needs, as he perceived them, in any way [53, p. 339]. 


In the following two examples, parents state openly that their 
needs for guidance are not being met: 


T: . .. Tsee that our time is about up. Would you like to make another 
appointment? y 

C: No, I don’t think so. Not if this is the way we are going to operate. 
I can see no point in coming here and just telling you all the things 
he has done unless you are willing to discuss them with me. For 
instance, we insist that he tie his own shoes when he asks us to do 
it. Other children his age tie their shoes. What I would like you to 
do is tell me whether that is right or wrong and how we should 
change [53, p. 340]. 

C: Before I start talking to you about Ronald, there are a few things 
I’m concerned with. The person I talked with before was passive 
and made me feel insecure. Every time I asked her something, 


she’d just go back to the way I felt about it. Well, I came here to 
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get some help and when I asked questions I wanted some explana- 
tion from her, some of der thinking. I realize it might be helpful to 
have someone who’s objective listen, but I want more than that. I 
don’t expect to be given flat answers to questions, but I do expect 
some ideas to be offered to me [53, p. 340]. 


Parents such as these cease to come for treatment because they 
are not accepted as they are; they see themselves as parents of 
difficult children, while the therapist tries subtly or obviously to 
make them patients. Many of these parents do not experience 
intense anxiety, nor do they suffer from painful symptoms. Much 
of their hostility, guilt, and anxiety is absorbed in their careers 
and other ego-syntonic pursuits. These parents are neither ready 
nor willing to upset their own emotional balance by examining its 
inner components. However, they are willing to participate in a 
therapeutic guidance group that is child-centered. In time, some 
of these parents may come to recognize a need for more intensive 
treatment for their own problems. For these parents, guidance 
serves as a rehearsal in introspection—a preparation for psycho- 
therapy. 

The following parents are unsuitable for guidance groups: those 
whose problems lie not between them and their child but within 
themselves; those who express rejection of their child; and those 
who are so verbose that they would disrupt any group. These 
parents are offered counseling or Psychotherapy. The criterion 
for assignment to guidance groups can be summed up as follows: 


guidance groups are for parents who are not too disturbed and 
not too disturbing. 


The Leader 


The person leading a guidance group must possess the skills 
and sensitivities demanded of all therapists. He must be aware 


at all times of the latent implications of parents’ communications 
and should be expert in what not to say as wi 


The leader’s main responsibility is to keep 
centered. This is not an easy task. In the i 
ment, parents relentlessly challenge the lead 


ell as in what to say. 
the discussions child- 
nitial phase of treat- 
er to indulge in theo- 
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retical explanations and academic discussions. The leader must not 
be led into these temptations. He should not indulge, nor should 
he allow the group to indulge, in tangential conversation. He 
should have at his command effective techniques for keeping the 
discussion on concrete descriptions of child-parent difficulties. 
Another danger point in group guidance is reached at a later 
stage when the parents come to trust the leader. They then feel 
free to discuss marital problems as well as their relations with 
their own parents. The leader must be careful not to encourage 
such discussions. Many serious errors in group guidance are com- 
mitted by leaders who, being psychotherapists, cannot resist delv- 
ing into what seems to be “significant material.” Discussions of 
intramarital and intrapsychic difficulties arouse anxiety and guilt 
which cannot be adequately dealt with in group guidance. The 
leader must prevent continuance of such discussion by diverting 
it into child-centered channels. It is not necessary to structure the 
guidance group directly every time a parent digresses into marital 
or personal problems. The leader reinforces the “primary group 
code”! by focusing his questions on parent-child relations. For 
example, when a mother discusses her unhappy experiences with 
her husband or father, the leader, at an opportune moment, will 
bring the discussion back to child guidance by asking her to 
describe how the experience influenced her relation with her child. 
The leader should also avoid stimulating the discussion of sub- 
jects that are potentially disruptive to the group. He should be 
particularly careful not to convert group guidance into sex educa- 
tion. This does not mean that sex questions are taboo in group 
guidance. It only means that questions about sexual matters 


should be answered without bringing in Oedipus, incest, castration 


1 According to Slavson, “the primary group code” of parent-guidance 


groups consists of three elements: 
“1) The subjects for discussion 
deal with them. A : iat 
“2) Free participation by all without formality, routines or organization 
of the discussion. ; í 
“3) The leader is not a pedagogue, an authority or a sole source of informa- 
tion to whom the members have to turn [78, p. 51]. 


are the children and the way the parents 
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complexes, etc. These subjects are too shocking and too anxiety- 
producing for the ordinary parent. Thus, for instance, when par- 
ents ask about the desirability or undesirability of physical con- 
tact between parent and child, it is sufficient to make a direct 
statement such as “Children reach a stage in their development 
in which physical contact with them should be as sparing as pos- 
sible or given up altogether” [78, p. 22]. The parents’ own libid- 
inized attitudes and behavior toward their children should not be 
discussed in group guidance. 

Many of the fathers and mothers in guidance groups are not 
sure about their role as parents. They are over-loaded with guilt 
and doubt, are afraid of failure and criticism, and are trying hard 
to live up to an unrealistic standard of child rearing. The leader 
must continuously guard himself against increasing the guilt feel- 
ings or deflating the self-esteem of these parents. Neither directly 
nor tacitly should he blame parents for their children’s troubles. 
Behavior should be analyzed calmly and concretely, with a prob- 
lem-solving attitude. In his attitudes and actions toward the group 
members, the leader exemplifies good parental behavior. He lis- 
tens to understand, he conveys his understanding in words, and 


throughout the ebb and flow of the discussions he remains friendly 
but firm. 


The Techniques of Group Guidance 


The techniques of conducting guidance groups vary according to 
the agency and the leader. The writer’s guidance groups comprise 
10 to 12 mothers who attend ninety-minute sessions once a week 
for a period of fifteen weeks. The mothers sit at a round table; this 
is in order to play down the authoritarian aspects implicit in the 
leader’s role. To emphasize the child-centered nature of the group, 
a card bearing the child’s first name is placed in front of each par- 
ent. There are separate groups for mothers of preschool children, 
grade-school children, and adolescents. Homogeneous grouping 
brings out common problems, increases group identification, and 
accelerates ventilation of feelings. 


At the first meeting the mothers are asked to state as fully as 
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they can their complaints about their children. One by one they 
relate their problems. Their stories are usually tinged with 
self-blame or projection of fault on to the school, the neighbor- 
hood, or the hereditary background of the husband. When all 
have had an opportunity to relate their complaints, they are asked 
to describe all the methods and tricks they employ to ensure 
discipline in their children. The parents list the whole array of 
Standard measures used in our society to ensure discipline and 
obedience. The list includes spanking, deprivation, bribery, scold- 
ing, threatening, withholding of allowances, and withdrawal of 
love, with scores of variations and embellishments, some original 
and some ancient. 

Parents are then asked to formulate a reason for the failure 
of their disciplinary measures. The reasons that they give are 
humerous and contradictory: being either too strict or too lenient 
with the children, “babying” them too much or too little, or the 
Presence or absence of playmates in the neighborhood, etc. When 
they hear the reasons given by other mothers, however, they 
become aware of the spuriousness of their own explanations. The 
one who thinks she was too lenient with her child hears about 
the problem of the mother who was a strict disciplinarian. The 
One who claims she did not use, but “should have used,” corporal 
punishment learns of the problems of the parent who spanked 
the child too much. The one who is afraid that she reared her 
child in “too great freedom” hears the complaints about the 
Over-protected and over-supervised child. And the one who blames 
all disciplinary problems on the crowded conditions of the city 
hears of the hardships of the rural and suburban mothers. 

When contradictory reasons are brought out, anxiety mounts in 
the group. Mothers turn with pointed and often hostile questions 
to the staff, demanding immediate solutions to long-standing prob- 
lems, . . 
No attempt is made to answer any of the questions at this 
time. The parents are informed that the first sessions will be 
devoted to understanding rather than to solving problems; They 
are told, half seriously, that any “what-do-you-do-when?” ques- 
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tions will not be answered, that only “what is the meaning of” 
queries will be responded to. However, the leader answers the 
general question: “Why do the various disciplinary measures fail 
to bring lasting results?” The idea is presented that “a child acts 
mean because he feels mean’”—that feelings are the cause and 
actions the result. Discipline that deals with actions and ignores 
attitudes only deepens the mean feelings and increases the chances 
for mean acting out, thus creating a perpetual vicious circle. This 
seems to be a new idea to the mothers. They have never considered 
the children’s feelings as an essential part of the disciplinary 
problem. 

The question they raise next, quite naturally, is “How are mean 
feelings changed?” The leader turns the question back to the 
group and asks the mothers for answers based on their personal 
experience. Again one becomes aware of the inadequacy of our 
homes, schools, and culture in preparing people for dealing with 
feelings. One realizes how afraid parents are of children’s true 
feelings—how quick they are to deny, disown, and suppress them. 
The total failure to comprehend the nature of feelings is best 
illustrated in the short sentence of a young mother who said 
quite sincerely, “I try to spank out hate and spank in love.” 

The leader draws on parents’ own experiences to gain insight 
into how feelings are changed. Through leading questions and 
examples, parents come to recognize that feelings accepted with 
understanding tend to lose their sharp edges. 

The leader illustrates his words with examples which touch 
parents’ life directly and dramatically. For instance, in illustrating 
the effects of words in engendering hostility or happiness, the 
following “toast story” ” never fails to make the point: 


LEADER: Suppose it is one of those mornings when everything seems to 
go wrong. The telephone rings, the baby cries, and before you 
know it, the toast is burnt. Your husband looks over the toaster 


and says: “My God! When will you learn to make toast?” What 
is your reaction? 


2 The kernel of this episode is suggested in Dorothy Baruch’s New Ways 
in Discipline [10, p. 28]. 
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Mrs. A: I would throw the toast in his face! 

Mrs. B: I would say, “Fix your own damn toast!” 

Mrs. C: I would be so hurt, I could only cry. 

Leaper: What would your husband’s words make you feel toward him? 

Parents: Anger, hate, resentment. 

Leaper: Would it be easy for you to fix another batch of toast? 

Mrs. A: Only if I could put some poison in it! 

LEADER: And when he left for work, would it be easy to clean up the 
house? 

Mrs. A: No, the whole day would be ruined. 

Leaver: Suppose that the situation is the same: the toast is burnt, but 
your husband, looking over the situation, says, “Gee, honey, it’s a 
rough morning—the baby, the phone, and now the toast.” 

Mrs. A: I would drop dead if my husband said that to me! 

Mrs. B: I would feel wonderful! 

Mrs. C: I would feel so good, I would hug him and kiss him. 

Leaner: Why? The baby is still crying, and the toast is still burnt. 

Parents: That wouldn’t matter. 

Leaper: What would make the difference? 

Mrs. B: You feel kind of grateful that he didn’t criticize you—that he 
was with you, not against you. 

LEADER: And when your husband left for wo 
clean up the house? 

Mrs. C: No! Pd do it with a song. 

Leaver: Let me now tell you about a third kin 
over the burnt toast and says to you calmly, 
honey, how to make toast.” 

Mrs. A: Oh, no. He is even worse t 
feel stupid. 

Leaver: Let’s see how 
cident apply to our h 

Mrs. A: I see what you'r 
are old enough to know 
must make him furious. I 

Mrs. B: I always say to my son, 
this or that.” 

Mrs. C: I’m so used to being criticized that it comes natural to me. I 
use exactly the same words my mother used against me when I was 


rk, would it be difficult to 


d of husband. He looks 
“Let me show you, 


han the first one. He makes you 


these three different approaches to the toast in- 
andling of children. 
e driving at. I always say to my child: “You 
this, you are old enough to know that.” It 


t usually does. 
“Let me show you, dear, how to do 
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a child. And I hated her for it. I never did anything right, and she 
always made me do things over. 

LEADER: And you now find yourself using the same words with your 
daughter? 

Mrs. C: Yes. I don’t like it at all—I don’t like myself when I do it. 

Leaver: You really want better ways of talking with your children. 

Mrs. C: Yes, I sure do! 

LEADER: Let’s see what we can learn from the burnt toast story. What 
is it that helped change the mean feelings to loving ones? 

Mrs. B: The fact that somebody understood you. 

Leaver: Without what? 

Mrs. C: Without blaming you. 

LEADER: Or? 

Mrs. A: Telling you how to improve. 

LEADER: Listen, understand, say it in words. Let’s think of some situ- 
ations where we could use this approach with our children. 


Comments 


This extract illustrates how the leader keeps the discussion 
focused on child-parent relations. When Mrs. C brings out strong 
feelings against her own mother, the leader does not mirror her 
words. Instead, he brings the discussion back to child guidance. 
When Mrs. C states that she hated her mother’s way of talking, 
the leader says, “And you now find yourself using the same 
words with your daughter.” When Mrs. A says, “I don’t like my- 
self when I do it,” the leader does not respond to her negative 
feelings about herself but focuses the discussion on child guidance 
by saying, “You really want better ways of talking with your 
child.” In psychotherapy, this material would have been handled 
quite differently. The therapist would have focused on Mrs. C’s 
relationship with her own mother and her negative feelings toward 
her own self. 

In the following example, the leader sensitizes parents to 


children’s communications while he accepts the parents’ own 
feelings: 


Mrs. A: My son came home from school mad at the world. His class 
was planning to go to the zoo, and it rained. I told him, “Look, 
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there is nothing to be mad about; you will have plenty of oppor- 
tunity to see the zoo.” 

LEADER: But he kept on being angry. 

Mrs. A: Yes. In fact, he got mad at me. 

Leaver: While you were trying to cheer him up. 

Mrs. A: That’s what burned me up. 

LEADER: Seemed kind of unfair. 

Mrs. A: Yes! 

LEADER: You were disappointed that he did not appreciate your help. 

Mrs. A: That’s right. 

Mrs. B: Your son was disappointed that he did not get to go to the zoo. 

Mrs. A: He must have been. 

Lraper: Using our new approach, how could we tell the child that we 
know what he feels? 

Mrs. B: Tell him that we know he is disappointed. 

Leaver: How would you phrase it? 

Mrs. B: Son, you must be disappointed. You wanted to go to the zoo 
and it rained. 

Mrs. A: I don’t think I could stop right there. I would be tempted to 
go on and tell him that he should not have made such a fuss over 
being disappointed, that there will be many other days for the zoo. 
I know I talk too much. In fact, my son told me so. 

Lraper: He did? r 

Mrs. A: He said, “When I ask you a small question, 
ways give me a big answer? 

Lraper: This came as a shock to you! r 

MRs. A: Yes, especially when he ended his words with “And you don’t 
understand my questions anyway.” 

Leaper: Do you understand his questions? 

Mrs. A: Sometimes I just can’t figure him out. 

Leaver: It is not easy to understand him. ‘ ; 

Mrs. A: My problem is, I guess, I don’t really listen to him. 


why do you al- 


e, the leader sensitizes parents to the 
; 


I i sampl: 
n the following examp heir cide 


effects of their communications upon 
Mrs. B: My son came home crying. The teacher yelled at him and be- 
littled him in front of the whole class. 


1 > 
Leaper: What is the usual response of parents in such a case? 
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Mrs. A: I would ask him what he did to make the teacher mad at him. 
“Tf the teacher yelled at you, you must have deserved it.” 

Leaper: How do such words affect the child? 

Mrs. A: He gets even more upset. 


LEADER: Suppose we want to show him that we understand what he 
feels. How would we accomplish that? 


Mrs. C: After listening to him, we could say, “It must have hurt your 
feelings.” 


Mrs. B: You hate people yelling at you. 


Mrs. D: You didn’t like being yelled at in front of the whole class. 
Your feelings were hurt. 


Leaper: What do we accomplish by this approach? 
Mrs. C: We show the child that we understand him. 
Leaver: And that his feelings are important to us. 


Acceptance of Ambivalence and Anger 


Many parents find it difficult to tolerate ambivalent feelings 
in themselves and in their children. They believe that there is 
something inherently wrong in feeling two ways about people, 
especially about family members. The leader helps parents to see 
that it is normal to feel ambivalent toward others, including close 
relatives. Children feel two ways about many aspects of their 
life; they both like and dislike their parents, teachers, siblings, 
and playmates. To avoid unnecessary conflict, children need to 
know that such feelings are natural. Parents can spare a child 
much guilt and anxiety by recognizing and voicing his ambivalent 
feelings: “You feel two ways about your brother (or father, 
teacher, friend). You like him and you don’t like him.” 

Parents begin to realize that children as well as adults have 
both positive and negative feelings, that there are love and hate, 
jealousy and friendliness, fear and security and that these are 
all legitimate feelings. In the group, parents are encouraged to 
search within themselves and to answer for themselves whether or 
not they believe that a person has a right to such feelings. For 
the first time in their lives, parents are led to think about these 
basic dilemmas in non-moralistic terms and in concepts that differ 
from the teachings of their home, school, and church, Many ses- 
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sions are devoted to the clarification of these ideas. Gradually 
there comes the realization that, in the realm of feelings, honesty 
is the best policy. If a person is to be honest with himself and 
others, he must not lie about his feelings, be they positive, 
negative, or ambivalent. Parents are usually unaware that they 
inadvertently teach children to lie. The following example illus- 
trates the point: When a child tells his mother that he hates his 
baby brother, she may spank him for telling the truth. If he turns 
around then and there and declares the obvious lie, that he now 
loves his brother, mother may reward him with a hug and a 
kiss. What may a child learn from such an experience? He may 
learn that truth hurts, that dishonesty rewards, and that mother 
loves little liars. Parents examine their own child-rearing prac- 
tices for incidents of the inadvertent teaching of dishonesty. To 
their own surprise, they find many such incidents. Parents usually 
become alarmed at this discovery, and they want to know how 
to prevent such undesirable practices. 

The leader emphasizes that the starting point of the never- 
ending road to truth is self-knowledge. Only if a child knows his 
own feelings can he learn what truth is; but only if his feelings are 


accepted as they are, can he learn what they are. 
The leader offers the following child-rearing concepts? and 


asks the parents to illustrate them with examples taken from their 
own homes: 
If achild lives with criticism, 
If a child lives with security, 
If achild lives with hostility, he learns t 
If a child lives with acceptance, he learns to love. 
If achild lives with fear, he learns to be apprehensive. 
If a child lives with recognition, he learns to have a goal. 
If achild lives with pity, he learns to be sorry for himself. 
If a child lives with approval, he learns to like himself. 
If a child lives with jealousy, he learns to feel guilty. 


he learns to condemn. 
he learns to have faith in himself. 


o fight. 


oncepts appeared as an editorial en- 


3 This f lati f mental health c 
ea Ea > in Florida’s Children, 10, No. 10, 


titled “Children Learn What They Live’ 
March, 1959. 
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If a child lives with friendliness, he learns that the world is a 
nice place in which to live. 

Through self-derived understanding, parents come to grasp 
the value of non-critical listening and of empathetic acceptance 
of feelings. They can see that it is helpful for children as well as 
for adults to know their own feelings and to share these feelings 
with a sympathetic listener. The parents learn to perceive more 
keenly the feelings a child communicates in his words and actions. 
They begin to see their child as a reacting individual, and they 
become sensitized to the impact of their own attitudes and actions 
on their child’s conscience and conduct. 


The Meanings of Symptoms 


Parents are invited to understand the meaning of their chil- 
dren’s behavior. The idea is presented that symptoms tell in 
disguise what the child cannot say in words. Thus, a nightmare 
is the child’s way of telling in pictures what he dreads to reveal in 
words. When a child hates his little brother and is forbidden to 
verbalize his feelings, he may dream that he pushed brother out 
of the window. The dream may so upset a child that he will wake 
up screaming. In the middle of the night he may run to his 
brother’s cradle to see if brother is still there. 


Parents are asked to Suggest ways of helping children to be 
free of nightmares. Parents see readily the necessity of encourag- 
ing children to express negative feelings in words. The motto of 
this approach is “Tell your feelings in words, not in nightmares.” 
The group discusses the meanings of other symptoms: * 

LEADER: A physician could find no physical reason for Tommy’s 
e child guidance clinic. Why? 


Mrs. C: He thought that the asthma had emotional causes, 


Leaper: What does that mean? 
Mrs. C: That Tommy is upset and show. 
LEADER: He lets his anger out in what? 
Mrs. C: In wheezes, 

Leaver: How would we go about helping 


s it in asthma attacks, 


Tommy? 


*The concepts and examples are oversimplified for Presentation to parents. 
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Mrs. B: Allow him to express his feelings in words. 

Mrs. C: We would want him to tell his feelings in words, not in wheezes. 

Leaper: A physician referred a child with a skin rash to us. The doc- 
tor stated that the rash was due to emotional difficulties. What 
does the doctor mean by that? 

Mrs. B: That the child has some feelings that he can’t express in words, 
so he expresses them in a skin rash. 

Lraper: What advice would we have for the child’s mother? 

Mrs. B: Encourage the child to express his feelings in words. 

Mrs. C: We would want him to tell it in words, not in skin rashes. 

Mrs. A: What about bed wetting? 

Leaver: It may be a way of saying with one organ what the child 
should be able to say with another. 

Mrs. A: How would you help a destructive child? 

Mrs. C: I saw a cartoon in which a mother says to her daughter who 
just broke some china: “Talk out your hates, don’t drop the plates.” 
Do you see my point? 

Mrs. A: In theory it seems simple: allow your child to state honestly 
what he thinks, But—what about the neighbors and grandparents? 
They would be shocked, even if we were not. 4 

Leaper: That is a problem: we cannot accept children’s expressions of 
negative feelings when grandma and the neighbors are around. We 
also cannot accept them when we ourselves are upset or busy. We 
can recognize that the child has hateful feelings, and we will help 
him to express them only in certain ways and at certain times. 
Thus we can tell the child, “We want to hear how you feel. But 


we will not tolerate your showing your resentment by slamming 
doors when your great-aunt Patricia’s here! There’s a better way 


of doing it and a better time and place” [11, p. 68]. 

Parents are led to realize that children need help in guiding 
their feelings and their actions. In disciplining a child, it is not 
enough to stop undesirable conduct; the underlying feelings need 
handling, too. A child cannot cope by himself with his anger and 
hate; he needs his parents’ permission to express hostility and 


his parents’ aid to channel it. : 
The last phase of group guidance 1 ted te : 
that enable children to express troubled feelings in non-destructive 


ways. Parents are introduced to many specific techniques that 
times of stress.” These pro- 


s devoted to finding methods 


help “in times of peace to reduce 
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cedures are described in detail in Dorothy Baruch’s New Ways 
in Discipline [10], which was found to be an invaluable guide 
for the discussions. 

It must be stated that the leader does not recommend any 
blanket technique for handling children. Consistently, he em- 
phasizes the need for understanding children’s communications 
and for responding to them in an empathetic manner. Parents are 
led to realize that in family relations there is no substitute for 
sensitivity and that no device or formula can ever replace under- 
standing. In light of insights gained in group guidance, every 
parent is helped to evolve new methods of relating to children, 


methods congruent with the parents’ and the children’s per- 
sonalities. 


Evaluation of Results 


The effectiveness of group guidance, like that of other treat- 
ment methods, is not easy to evaluate. For the most part, parents 
seem to be satisfied with the experience. Some parents who were 
in a “state of war” with their children report diminished tensions 
and increased harmony in their homes. Many parents who had 
reached desperation in their relations with their children found in 
the group new vistas of hope and help. The spontaneous state- 
ments of the parents reveal awareness of children as reacting in- 
dividuals, respect for children’s growing autonomy, and a more 
positive view of their own role as adults. Of course, not all 
participants respond so favorably, and it is reasonable to assume 
that those dissatisfied with the experience are less likely to voice 
their opinion. It is evident that there is need for more objective 
indices of progress. 


As seen by the leaders, the main advantages of group guidance 
are— 

1. For the first time, parents take time to discuss significant 
family relations in a non-moralistic atmosphere. They examine 
the right of people (including themselves and their children) to 
have negative as well as positive feelings. They become aware of 
the existence in themselves and their children of an inner world of 
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feelings and of its significance in the making or breaking of hap- 
piness. And they subscribe to a new freedom—the freedom to feel. 

2. Parents emulate some of the wholesome characteristics and 
attitudes of the leader. They observe that he listens respectfully to 
all opinions and that he accepts hostile expressions without re- 
taliating, and they too strive to develop an ability to tolerate 
hostility in themselves and their children. They come to recognize 
that hostility is not a problem but a condition of human existence 
and that a healthy home makes provisions for the non-hurtful 
expression of negative feelings. 

3. Parents become aware of the meaning and value of non- 
critical acceptance and genuine respect. They become sensitized 
to children’s expression of attitudes and learn to accept and re- 
flect, rather than to reject and deny, troubled feelings. 

4. Parents develop a more optimistic attitude toward life with 
children. They come to believe that emotional problems can be 
talked out and that interpersonal difficulties can be resolved. They 
become aware that their own attitudes are decisive factors in deal- 
ing with their children. As one mother put it, “My attitudes speak 
louder than my words.” 

5. Parents become less critical and more accepting of the 
“childishness” of their children. Through imitation and identifica- 
tion, the parents assume some of the leader’s liberal attitude 
toward children’s natural immaturity. n 

6. Parents acquire a large body of factual information concern- 
ing the nature of child behavior and learn new methods of deal- 
ing with hitherto frustrating problems. They learn to be more 
Objective about, and less ego-involved in, their children’s ac- 
complishments and failures, and they gain the ability to handle 
daily problems with more confidence and less guilt. : 

7. Finally, guidance groups enable even a minimally staffed 
agency to provide extensive service to the community. Under 
competent therapists, group guidance can become a potent tool in 
helping a selected group of parents to modify old attitudes and 
beliefs, develop new values and sensitivities, and bring about a 


Sreater enjoyment of family, work, and life. 


APPENDIX A 


HELENE BORKE CATEGORIES 
FOR QUANTIFYING THE PLAY THERAPY PROCESS? [41] 


about the situation and things present in it. (Why did 


A. Curiosity 
? Who owns these toys? Who 


you choose me? Anyone else been here 
drew that picture?) 

B. Simple description, 
play-room. (This is an army. These are pri 
room’s different.) 

C. Statements indicating agg 


information, and comments about play and 
soners. More marbles. The 


ression. (All references to fighting, shoot- 
ing, storms, burying, drowning, death, hurting, destroying, etc.) 

D. Story units. (1. Unconnected with play. Stories obviously far- 
fetched or too exaggerated and inconsistent to have occurred. 2. Any 


imaginary dialogue or story plot wound around the play, such as: He 


guards the opening. He’s asleep. He doesn’t know they’re after him. I’m 


taking them to the army.) 


‘See footnote, p. 158- 
191 
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E. Definite decisions. (I’m going to build a bridge. I said I'd do it 
and I did. Just what I wanted. Did it.) 

F. Inconsistencies, confusion, indecision, and doubt. (My mother has 
two children, no, one. My brother is half my age and he’s much taller. 
My sister’s birthday was the day before mine last year but mine is be- 
fore hers this year. I’m not sure what I should do. I wonder if this will 
work.) 

G. Exploring the limits of the playroom. (Can I take this home? Can 
I get water? Can I paint this? I’m going to take this. One second. I c: 
stay longer.) 

H. Attempting to shift responsibility to the therapist. (What should 
I do next? Is this deep enough? Is this good? Do you like this?) 

I. Evidence of interest in the counselor. 
What do you do? How are you? Can I trus 
and such a book?) 

J. Attempting to establish a relationship with the counselor. (Guess. 
Bet you can’t guess. What’s this? Look at that. See. Do you kno 
I’m going to do? Want to see how cars crash? 
this and TIl do that.) 

K. Negative statements about the self. (Pm dumb, I’m afraid. T 
never win.) 

L. Positive statements about the self. (I’m good in school. I can do 
that. I play marbles best. T'I] win it back.) 

M. Negative statements about the family, school, things made or 
present in the playroom, the situation, activities, 
be new sand? I wish this was bigger. I don’t like 
more toys at home.) 

N. Positive statements about the family, 
ent in the playroom, the situation, activities, etc. (I like it here. This 
doll is so pretty. We just got a wonderful new puppy at home.) 

O. Straight information and stories about the family, school, pets, 
teacher, self, etc. (We have a big house. I went to the park yesterday. 
I have a sister. I was waiting for you. I thought you were my mother.) 

P. Asking for information. (Do birds have ears? Where is tl 
How does this work?) 

Q. Questions or comments pertainin, 
(How much longer do we have? I bet t 
I have time to play?) 


an 


(Were you here yesterday? 
t you? Have you read such 


w what 
Will you help me? You do 


etc. (Is there going to 
my sister. I wish I had 


school, things made or pres- 


he paint? 


g to time during the interview. 
here are fifteen minutes left. Do 


APPENDIX A 193 


R. Exclamations. (Here we go again! Hey! Darn! Oh! Crazy! 


Ahhh!) 

S. Unclassifiable. (Yes. Mmmmmm. OK. Hello. Goodbye. Excuse me. 
Any answer to a question or a pure repetition of counselor’s words.) 

T. Insightjul statements revealing self-understanding. (When I wor- 
ried it made me steal. I wasn’t loud but I was mean.) 

U. Ambivalent statements. (I’m scared in here but I like to come 
here. I’d like to paint now and blow bubbles too.) 

V. Sound effects. (Vocalizations which are not speech. Such noises as 
clucking, siren, machine gun, explosion, airplane, etc.) 

W. Mumbling or talking to self in a voice too low to be heard. (State- 
ments which cannot be heard and which the child does not direct to the 


therapist.) 


APPENDIX B 


REASONS GIVEN BY 200 PARENTS 
FOR MISSING THE INITIAL INTERVIEW? [33] 


1. Difficulties in getting to the clinic—47 (23.5% 
. Sickness, death or divorce in the family (18) 
Time of appointment not convenient (11) 
Transportation or babysitter difficulties (11) ; 
. Out of town on day of original appointment; rainy 
. Had guests at the time of appointment (1) 
2. Parents’ attitude toward problem changed—42 (21%) 
a. Decided they “did not need” clinic services; “nothing wrong with 
child” or no longer worried by symptoms (20) 
b. Decided it was parents’ problem, not child’s (9) 
Felt they could cope with the problem by themselves (4) ; 
d. Consulted relatives or neighbors and found that the child or his 


problems were quite “normal (3) 


weather (6) 


shoes 


a 


*See page 166. 
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e. Decided to try scouts and dancing lessons, instead of clinic serv- 
ices (2) 

f. Decided to wait awhile (1) 

g. Decided that the clinic was for mentally disturbed people, not for 
their child (1) 

h. Accepted the fact that the child would always be slow (1) 

i. “Got to thinking that maybe the child is unhappy, but he has it 
a lot easier than mother had as a child” (1) 

3. Problem alleviated—40 (20%) 

a. Problem “‘cleared itself up”; “straightened out” or “under con- 
trol” (20) 

b. Special symptom disappeared, e.g., “talked child out of burning 
matches”; “put child in full sized bed and he stopped wetting”; 
“coughing habit disappeared”; “child stopped pulling his hair” 
(6) 

c. Child adjusted to school (5) 

d. Child is “somewhat better” or “started improving” (5) 

e. Child improved so much that mother “hated to waste the clinic’s 
valuable time” (3) 

f. “Turned into a different girl overnight—stopped smoking, 
ing and running around and started going to church” (1) 

4. Received help from other sources—30 (15%) 

a. Advice or care received from physician (10) 

. Child changed schools or teachers, or received hel 
ent teachers (11) 

. Child put in foster home or sent to relatives (4) 

d. Received help from Juvenile Court (2) 

e. Received help from County Health Nurse (1) 

Í. Parents found local TV progr: 

g. “Child was hit on head by a 
disappeared” (1) 

5. Forgot time of appointment, forgo 
other reasons—24 (1 %) 


drink- 


p from his pres- 


am on psychology helpful (1) 
retarded child, since then problem 


t reason for non-attendance and 


a. Could not remember reason, e.g., “I 
ber to save my life why I did not co 
Forgot time of appointment (8) 
“Just did not keep it” (2) 

Expected clinic to call them (2) 
Thought clinic fees would be too high (1) 


declare, I just can’t remem- 
me” (9) 


S SoS 
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f. Husband made appointment and did not tell wife (1) 
g. Mother objected to need for parent to be seen in the clinic when 
problem was the child’s (1) 
6. Child or husband objected to clinic referral—11 (5.59%) 
7. Was advised that child has no need for clinic services—4 (2%) 
a. By physician (2) 
b. By teacher (2) 
8. Objected to a group appointment—2 (1%) 


REASONS GIVEN BY 100 PARENTS FOR FAILING 
TO RETURN THE MEDICAL FORM 


1. Parents’ attitude toward problem changed—23 
a. Decided problem was not “big enough” (11) 

b. Decided they themselves should be able to cope with child’s prob- 
lem (4) 

c. Decided the problem would take too long to solve (3) 

d. Decided it was “a normal adolescent problem” (2) 

e. Group gave parents self-confidence (2) 

f. Felt mother, not child, needed help (1) 

2. Problem alleviated—19 
“Situation improved”; 
rated”; “situation straightened out”; 

3. Received help from other sources—17 
a. Advice or care received from physician (6) 

b. Child changed schools or teachers (5) 

c. Got help from other psychological services (2) 
d. Advice from relatives (2) 

e. Child given up (1) 

f. Child sent to reformatory by court (1) 

4. Difficulties in getting to the clinic—14 
a. Transportation and babysitter difficulties (5) 

b. Illness (4) 
c. Doctor delayed returning forms (3) 
d. Working hours (2) 

5. Vague reasons—9 
a. “Just didn’t have it done” (2) 

b. “Just not able to have it filled out right now” (2) 


c. “Just never got around to it” (2) 


“symptom disappeared”; “problem evapo- 
“problem cleared up,” etc. 
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d. “Does not remember getting a medical form” (1) 
e. “Plans to return it sometime” (1) 
f. “Thought clinic services would be free” (1) 
6. Was advised that child has no need or is not ready for clinic service 
—7 
a. By doctors (4) 
b. By school (2) 
c. By relatives (1) 
7. Medical examination—4 
Could not afford medical examination (4) 
8. Child refused to come to the clinic—4 
9. Negative attitude toward the group meeting—3 
a. Felt that the “women in the group were not on the same moral, 
social, physical or any other level” with her (1) 
b. Did not like the “type people” in the group (1) 
c. Was “embarrassed and mortified” in the group, 


because hers was 
a “stealing” problem (1) 
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